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SAN  FRANCISCO  DEPARTMENT  OF  PUBLIC  HEAL  TH 


Mission 

The  mission  of  the  Department  of  Public  Health  is  to 
protect  and  promote  the  health  of  all  San  Franciscans. 


Activities 


Assess  and  research  the  health  of  the  community 
Develop  and  enforce  health  policy 
Prevent  disease  and  injury 
Educate  the  public  and  train  health  care  providers 
Provide  quality,  comprehensive,  culturally-proficient  health  services 
Ensure  equal  access  to  all 


Vision 

San  Francisco  will  be  a leader  in  health. 

The  staff  and  volunteers  for  the  Department  of  Public  Health  will  do  everything  in  their  power  to 
help  all  San  Franciscans  achieve  the  best  possible  state  of  health. 

We  are  committed  to  making  this  a city  where: 

• Everyone  lives  in  a healthy  neighborhood 

• Everyone  has  equal  access  to  needed,  quality  care 

• Services  are  client-focused  and  culturally  proficient 

• We  are  partners  with  clients  and  communities,  and  their  needs  determine  resource  allocation 

• We  recognize  the  special  contributions  of  every  person  working  in  the  system 

• All  providers  collaborate  as  part  of  a unified  citywide  health  and  human  services  system 

• All  providers  emphasize  primary  prevention  and  wellness 

• We  insure  the  very  best  use  of  public  funds,  and  all  services  are  cost  effective 

• We  are  creative,  innovative  and  continually  strive  for  excellence 

• We  stand  for  teamwork,  collaboration,  integrity  and  accountability 

• Clients  and  communities  value  our  services  and  trust  us 
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WHY  IS  THIS  PLAN  NEEDED? 


San  Francisco’s  future  is  dependent  upon  healthy  communities,  families  and  residents.  As 
such,  the  Department  of  Public  Health  (“Department”)  is  committed  to  promoting  health, 
preventing  injury  and  illness,  reducing  harm  and  providing  services. 

The  purpose  of  the  Department’s  strategic  planning  initiative  - Leading  the  Way  to  a Healthier 
Community  ~ is  to: 

♦ respond  to  San  Francisco’s  changing  demographic  and  health  needs, 

♦ plan  with  the  community  for  health  improvement, 

♦ strengthen  prevention  efforts, 

♦ identify  populations  the  Department  should  more  appropriately  serve, 

♦ develop  program  priorities  to  maximize  the  effectiveness  of  limited  resources  and 

♦ respond  to  funding  trends. 

In  short,  to  create  a strategic  plan  of  where  the  Department  needs  to  go  over  the  next  three 
years. 

Leading  the  Way  to  a Healthier  Community  is  the  result  of  a comprehensive  community  planning 
process  which  began  in  October  1999.  From  the  outset,  the  planning  process  was  built  on 
ensuring  ongoing  involvement  from  clients,  staff  and  the  public- at- large.  Now,  the  success 
of  this  strategic  plan  will  be  measured  in  how  it  is  implemented.  Implementation  may  take 
the  form  of  policy  changes,  new  program  initiatives,  improved  infrastructure  and/ or  budget 
proposals.  For  example,  some  recommendations  offered  in  this  plan  may  be  adopted  by  the 
San  Francisco  Health  Commission  and  incorporated  into  the  Department’s  proposed  2001- 
02  budget. 

On  a regular  basis,  the  Department  will  re-evaluate  how  it  proposes  to  meet  its  two 
fundamental  public  health  roles:  (1)  as  the  governmental  entity  responsible  for  carrying  out 
population  -based  health  activities  and  (2)  as  a provider  of  personal  health  care  services. 
This  plan  outlines  a strategic  direction  for  ensuring  that  the  Department  provides  needed 
services  within  the  funding  that  is  available  to  it.  The  plan  furthers  our  ability  to  meet  the 
Department’s  mission  to  “protect  and  promote  the  health  of  all  San  Franciscans.” 

Strategic  planning  is  necessary  to  proactively  position  the  Department  for  changes  in  the 
financing,  regulation  and  delivery  of  health  services.  The  Department  undertook  this 
strategic  planning  initiative  in  an  effort  to  ensure  that  the  services  and  programs  that  it 
provides  are  responsive  to  the  health  needs  and  concerns  of  the  community.  In  addition, 
this  strategic  planning  initiative  offered  the  Department  an  opportunity  to  examine  the 
critical  funding  issues  confronting  the  Department.  The  Department  must  prioritize  the 
activities  that  it  engages  in.  Through  this  effort,  the  Department  is  in  a better  position  to 
address  two  conflicting  trends  that  threaten  to  unravel  the  Department’s  health  services 
system  - decreased  revenues  and  increased  demand  for  services. 

Both  external  and  internal  factors  caused  the  Department  to  engage  in  a strategic  planning 
initiative  at  this  particular  time.  These  factors  provide  the  overall  context  for  strategic 
planning.  The  following  are  the  major  external  factors  face  the  Department:  (1)  changes  in 
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the  health  industry,  (2)  socio-economic  and  demographic  changes  within  the  community  and 
(3)  health  status  and  trends  within  San  Francisco. 

Changes  in  die  Health  Industry 

For  the  past  several  years  the  Department  has  withstood  changes  in  health  financing  and 
delivery  systems  within  the  context  of  being  a public  sector  provider.  The  Department  has 
been  able  to  respond  to  some  of  the  federal  health  care  and  State  reform  issues.  However, 
the  Department  continues  to  confront: 

♦ shrinking  funding  for  public  safety  net  systems  and  steadily  diminishing  public  health 
funding, 

♦ increasing  demand  for  services  from  the  general  public  and  those  who  are  multiple- 
diagnosed, 

♦ an  increasing  labor  shortage  of  specialty  providers  that  will  make  it  difficult  to 
maintain  a quality  workforce  and 

♦ other  changes  which  include  improved  technology  for  diagnostic  studies  and 
increased  costs  in  pharmaceutical  related  to  the  development  of  new  drugs. 

While  these  challenges  are  formidable  and  require  the  Department  to  seek  creative  solutions 
to  providing  services,  they  are  somewhat  counterbalanced  by: 

♦ a strong  local  economy  (at  the  present  time), 

♦ high  levels  of  private  and  public  spending  on  personal  health  care, 

♦ high  availability  of  health  resources  (i.e.,  physicians,  clinics  and  hospitals)  although 
maldistribution  exists  across  neighborhoods  and 

♦ a political  and  community  environment  which  supports  health  services  to  residents 
and 

♦ a staff  committed  to  the  Department’s  mission. 

These  countervailing  forces  can  provide  some  assistance  in  helping  the  Department  fulfill  its 
mission.  However,  the  Department  cannot  rely  solely  on  these  countervailing  forces  to 
continue.  The  Department  must  strategically  plan  for  circumstances  in  which  the  local 
economy  is  not  as  strong,  and  in  which  the  political  and  community  environment  may 
decrease  its  support  for  health  services.  It  should  also  plan  for  circumstances  in  which  the 
availability  of  health  resources  may  decline  as  institutions  find  it  more  difficult  to  meet  their 
costs  and  leave  the  industry  or  stop  providing  certain  unprofitable  services. 

Socio-economic  and  Demographic  Changes 

San  Francisco’s  diverse  community  - culturally,  economically,  linguistically  and  educationally 
- requires  the  Department  to  continually  adapt  its  services  to  the  specific  needs  of  the 
population.  There  are  several  socio-economic  factors  that  the  Department  must  take  into 
account  in  its  strategic  planning,  specifically: 

♦ aging  of  the  population, 

♦ relatively  small  population  of  children  and  youth  (but  high  rate  of  child  poverty), 

♦ continuing  inadequacy  of  low- income  housing, 

♦ the  persistence  of  homelessness, 

♦ growing  immigrant,  cultural  and  linguistic  diversity  in  the  Gty  and 

♦ significant  percentage  of  San  Franciscans  living  in  poverty. 


Some  of  these  factors  are  purely  demographic  and  have  a direct  bearing  on  services  provided 
by  the  Department  (e.g.,  an  aging  population  and  a smaller  number  of  persons  under  age  18 
might  support  an  increased  emphasis  on  senior  related  services).  Some  factors  have  a more 
indirect  influence  on  health.  In  the  case  of  housing,  the  inability  to  secure  low-income 
housing  may  worsen  health  and/ or  require  more  intensive  health  care  resources  utilization. 
For  example,  persons  may  be  unable  to  adhere  to  medical  treatment  or  have  worsening 
behavioral  health  issues  (e.g.,  mental  illness  or  relapsing  substance  abuse).  Although  the 
Department  cannot  solve  socio-economic  issues,  such  as  the  shortage  of  affordable 
housing,  we  are  clearly  impacted  by  the  lack  of  such  housing. 

Health  Status  and  Trends 

Overall,  San  Franciscans  are  healthy.  However,  as  the  Department  reported  in  its  2000  State 
of  the  City  Health  Address  and  in  its  2000  Ckeruew  cf Health  Status,  San  Francisco  has  a number 
of  emerging  health  issues  that  cannot  be  ignored.  Many  of  the  health  issues  facing  San 
Francisco  relate  to  the  socio-economic  make-up  of  the  City’s  residents  and  include: 

♦ homelessness  and  the  lack  of  affordable  housing 

♦ increased  need  for  long-term  care  services  (both  home  and  community-based,  and 
institutionally- based)  with  an  aging  population, 

♦ high  rate  of  substance  abuse/ addiction, 

♦ high  prevalence  of  mental  health  problems, 

♦ significant  number  of  uninsured  residents, 

♦ high  prevalence  of  HIV/ AIDS, 

♦ high  proportion  of  injuries  and  deaths  that  are  preventable, 

♦ disparity  in  the  health  status  and  access  to  health  insurance  of  different  racial,  ethnic, 
immigrant  and  gender  communities, 

♦ higher  than  average  incidence  of  communicable  diseases  (i.e.,  Tuberculosis,  sexually 
transmitted  diseases,  Hepatitis)  and 

♦ environmental  health  concerns. 

Internal  Factors 

Internally,  the  Department  must  address:  (1)  inadequate  infrastructure,  (2)  high  costs,  (3) 
inadequate  program  integration  and  (4)  under-utilization  of  health  data.  Specifically: 

♦ there  is  increased  need  to  integrate  services  within  the  Community  Health  Network 
and  Population  Health  and  Prevention  where  the  two  divisions  serve  the  same 
population, 

♦ the  Department  is  not  well  capitalized  to  ensure  that  its  health  facilities  have  the 
appropriate  infrastructure, 

♦ the  Department’s  costs  continue  to  be  higher  than  private  and  non-profit  providers 
and 

♦ use  of  health  data  is  not  standardized  to  inform  program  planning  decisions. 

These  factors  affect  the  Department’s  ability  to  fulfill  its  mission  and  vision  statements.  In 
many  ways,  the  Department  has  faced  these  challenges  for  several  years. 

Our  strategic  planning  initiative  should  enable  the  Department  to  better  address  these 
external  and  internal  forces. 
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TAKING  ACTION: 

SUMMARY  OF  STEERING  COMMITTEE  RECOMMENDATIONS  - 
GOALS,  STRATEGIES  AND  OBJECTIVES 


The  following  recommendations  were  developed  by  the  San  Francisco  Department  of  Public 
Health’s  Strategic  Planning  Steering  Committee,  Finance  Sub-Committee,  and  Populadons  and 
Programs  Sub- Committee.  The  recommendations  are  the  result  of  a year-long  process  in  which 
community  and  staff  input  played  a significant  role  in  developing  the  recommendations. 

This  strategic  plan  - Leading  doe  Way  to  a Healthier  Convnamty  - is  designed  to  help  the  Department 
better  fulfill  its  mission  to  “protect  and  promote  the  health  of  all  San  Franciscans.”  The  strategic 
plan  can  guide  the  Department  over  the  next  years. 

The  Department  undertook  this  strategic  planning  initiative  in  an  effort  to  ensure  that  the  services 
and  programs  that  it  provides  are  relevant  to  the  health  needs  and  concerns  of  the  community.  In 
addition,  this  strategic  planning  initiative  offered  the  Department  an  opportunity  to  examine  the 
critical  funding  issues  confronting  the  Department.  The  Department  must  prioritize  the  activities 
that  it  engages  in.  As  a result  of  this  effort,  the  Department  is  in  a better  position  to  address  two 
conflicting  trends  that  threaten  its  health  services  system  - decreased  revenues  and  increased 
demand  for  services. 

When  the  Department  first  undertook  this  effort,  it  identified  that  it  wanted  to  address  the  following 
issues  and  objectives: 

♦ Community  Planning:  Work  with  the  community,  other  providers  and  City  agencies  to 
improve  health  status  by  better  responding  to  changing  demographic  and  health  needs. 

♦ Funding  and  Infrastructure:  Address  funding,  legislative/ regulatory  changes  and 

infrastructure  within  health  (federal  and  state). 

♦ Integration:  Further  expand  integration  activities  within  the  Community  Health  Network 
and  Population  Health  and  Prevention  to  create  a seamless  care  delivery  system. 

♦ Prevention:  Strengthen  prevention  activities. 

♦ Prioritizing  Program  Development  and  Populations  Served:  Develop  a mechanism  for 
prioritizing  the  services  it  provides  and  the  populations  it  serves. 

These  were  refined  through  the  strategic  planning  initiative.  The  Steering  Committee  identified  the 
following  goals  from  this  effort  based  on  external  and  internal  assessments,  health  data,  needs 
assessments,  advisory  council  reports,  community  and  staff  input,  and  work  of  the  committees: 


STRATEGIC  PLANNING  GOALS 

Goal  1:  San  Franciscans  have  access  to  the  health  services  they  need,  while  the  Department 
emphasizes  services  to  its  target  populations. 

Goal  2:  Disease  and  injury  are  prevented. 

Goal  3:  Services,  programs  and  facilities  are  cost-effective  and  resources  are  maximized. 

Goal  4:  Partnerships  with  communities  are  created  and  sustained  to  assess,  develop, 
implement  and  advocate  for  health  funding,  policies,  programs  and  services. 
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The  overall  strategic  direction  of  the  Department  is  defined  by  the  goals  noted  above  and  by 
overarching  themes  and  broad  concepts  that  were  repeatedly  conveyed  throughout  this  planning 
effort.  In  general,  the  recommendations  point  towards  the  need  to: 

♦ Address  infrastructure  (physical  structures  and  human  resources)  that  is  inadequate  to 
support  Department  and  contract  services 

♦ Conduct  City- wide  planning  involving  all  providers  is  needed  to  fully  plan  for  and  assess 
health  services  needs  and  resources  within  San  Francisco 

♦ Embrace  a broad  definition  of  health  to  include  housing  and  socio-economic  determinants 
of  health  status  if  it  is  to  fulfill  its  mission 

This  repon  recognizes  that  the  Department  will  never  fully  meet  service  need.  Even  a massive 
increase  in  funding  to  the  Department  would  not  enable  it  to  meet  all  of  the  unmet  health 
needs  of  San  Francisco  (e.g.,  supportive  housing  for  the  homeless,  prevention  services  for  all 
residents,  etc.).  When  funding  is  increased,  new  service  needs  are  identified  which  require 
increased  expenditures.  As  a result,  the  Department  must  prioritize  services  in  order  to  provide  care 
within  its  budgeted  allocation.  Traditionally,  the  Department  has  addressed  funding  limitations  by 
staying  within  its  budget  by  either  increasing  salary  savings  (which  results  in  hiring  freezes), 
decreasing  equipment,  capital  and  facility  maintenance  funding  and  delaying  the  start-up  of 
programs.  This  method  results  in  the  Department  to  providing  a broader  scope  of  services  than  are 
actually  funded.  This  method  has  also  resulted  in  deterioration  of  the  Department’s  physical 
infrastructure.  In  this  scenario,  there  are  staffing  shortages  and  access  to  care  may  less  efficient. 
Another  option  that  the  Department  could  pursue  is  to  narrow  the  array  of  services  provided  to  be 
consistent  with  the  budget.  Funds  that  previously  support  a reduced  or  eliminated  service  could  be 
allocated  to  other  programs  to  fully  fund  service  needs  in  those  areas. 

While  the  Steering  Committee  has  not  made  a specific  recommendation  on  which  option  should  be 
pursued  by  the  Department  and  under  what  circumstances,  it  has  confronted  prioritization  of 
services.  Critical  components  of  the  strategic  planning  recommendations  address  the  need  to 
prioritize  program  initiatives  in  recognition  of  funding  constraints  and  to  ensure  access  to  a 
comprehensive  delivery  system  that  is  both  community-  and  consumer- focused.  With  respect  to 
prioritization,  the  recommendations  support  a strategic  direction  that  will  allow  the  Department  to: 

♦ Target  populations  receiving  services  - allocate  resources  to  those  most  in  need  and  who 
lack  options 

♦ Expand  community-based  alternatives-  decrease  need  for  institutional  care 

♦ Strengthen  and  promote  prevention  - improve  health  status 

♦ Use  data  to  reorganize,  reprioritize,  reduce  or  eliminate  services  — based  on  priorities, 
performance  measures  and  the  strategic  plan 

With  respect  to  accessing  a comprehensive  health  services  system,  the  recommendations  support  a 
strategic  direction  that  will  allow  the  Department  to: 

♦ Integrate  physical  health,  prevention,  behavioral  health,  housing  and  social  services 

♦ Expand  health  care  coverage  to  the  uninsured 

♦ Ensure  a single  standard  of  care  that  provides  access  to  services 

♦ Continue  to  provide  culturally  and  linguistically  competent  services 
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The  Steering  Committee  believes  that  the  strategic  planning  cycle  is  four  phases  and  that  these 
phases  must  be  followed  to  ensure  appropriate  implementation  of  any  recommendation.  The 
phases  are: 

♦ Strategic  Planning  - identification  of  strategic  issues  to  pursue  along  with  recommendations 
on  how  to  address  the  issues 

♦ Resource  Allocation  - allocation  of  staff,  capital  or  funding  resources  to  implement 
recommendations 

♦ Implementation  - design  and  development  and  implementation  of  recommendations 

♦ Evaluation  - evaluation  of  any  recommendation  implemented  as  a result  of  the  strategic  plan 

STRATEGIC  PUNNING  CYCLE 

STRATEGIC  PIANMNG 


RESOURCE  ALLOCATION 

> Staff 

> Furring 

> Capital 


IMPL&1ENTAT10N 

The  recommendations  on  the  following  pages  are  organized  by  goal.  For  each  goal,  the  strategies, 
objectives,  desired  outcomes,  indicators  and  policy  implications  (if  applicable)  are  provided.  The 
definition  of  each  term  is  provided  below: 

♦ Goal  is  the  long-range,  broad  matter  that  affects  the  Department’s  ability  to  fulfill  its 
mission.  They  are  not  necessarily  specific  to  operational  issues  facing  the  Department 

♦ Strategy  articulates  the  strategic  approach/ recommendation  that  the  Department  should 
pursue.  It  is  predicated  on  the  notion  that  successful  implementation  of  the  policy  direction 
will  enable  the  Department  to  better  fulfill  its  mission.  Strategy  is  not  operational  in  nature 
and  is  thus  stated  in  broad,  conceptual  terms. 

♦ Objective  states  the  activity  that  will  be  pursued  to  achieve  the  strategy  and  further  the 
Department’s  goals.  By  there  very  nature  objectives  are  specific. 

♦ Desired  Outcomes  are  the  set  of  results  that  the  Department  anticipates  that  it  will  achieve 
from  implementing  the  strategy 

♦ Indicators  provide  a mechanism  to  evaluate  and  assess  whether  the  objective,  once 
implemented  achieves  measurable  results.  Indicators  are  generally  quantifiable  in  nature,  but 
can  also  be  qualitative. 

♦ Policy  Implications  discuss  aspects  of  a recommendation  that  have  implications  for  how 
the  Department  operates.  Not  every  recommendation  will  have  a policy  implication. 
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GOAL  1 San  Franciscans  have  access  to  the  health  services  they  need,  while  the  Department 

emphasizes  services  to  its  target  populations. 
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Indicators  Number  and  percentage  of  clients  receiving  health  care  services  within  the  target  populations  and  neighborhoods. 

Number  and  percentage  of  residents  with  choice  who  use  health  care  services  offered  by  the  Department. 


Goal  1 (continued) 

TARGET  POPULATION 

Strategy  1.2  Clarify  the  target  neighborhoods  that  the  Department  should  consider  as  priorities  for  services. 
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Indicators  Services  provided  by  Community  Health  Network. 

Number  of  residents  using  services  provided  by  the  Community  Health  Network. 


ACCESS 

Strategy  1.5  Ensure  that  contract  agencies  arc  viable  partners  with  the  Department  in  providing  health  services. 

Objectives  1.5(a)  Continue  to  contract  with  community  based  non-profit  organizations  because  these  agencies  provide  many 

benefits,  including  increasing  access  and  availability  to  culturally  competent  staff,  serving  hard-to-reach  communities, 
providing  administrative  flexibility  in  delivering  services  to  the  public  and  doing  private  fundraising. 
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Goal  1 (continued) 

ACCESS 

Strategy  1.7  Assess  the  appropriateness  of  establishing  a consistent  eligibility  criteria  for  Department  services  that  are 
funded  through  General  Fund. 
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Desired  Reduction  in  inappropriate  institutional  care  through  development  of  and  aggressive  use  of  community  alternatives. 

Outcome 


SERVICES 

Strategy  1.9  Proposed  guidelines  for  developing  health  services. 
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Indicator  Number  of  new  initiatives  meeting  proposed  guidelines. 


GW  1 (continued) 

OPERATIONS 

Strategy  1.10  Develop  a pilot  program  to  more  fully  utilize  benchmarking  within  the  Department 
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Gad  1 (Continued) 


GOAL  3 Services , programs  and  facilities  are  cost-effective  and  resources  are  maximized 


many  years. 
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Funding  is  allocated  to  fully  implement  an  on-line  contract  management  system 
Processing  time  for  approving  and  modifying  contracts. 


God  3 (continue^ 

OPERATIONS  f , . _ * 

Strategy  3.7  Design  an  e- government  strategy  and  presence  for  the  Department 

Objectives  3.7(a)  Develop  self-funded  e-commerce  capacity  for  purchasing  licenses  and  submitting  fees  to  the  Department. 


and  orientation  for  each  discipline,  as  appropriate. 
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/I  dditional  resources  uill  be  needed  to  enhemoe  recruitment,  retention  and  training  actiiilies  for  Department  staff. 


Partnerships  with  communities  are  created  and  sustained  to  assess,  develop,  implement  and 
advocate  for  health  funding,  policies,  programs  and  services 


Indicator  Level  of  local,  state 


GW  4 (continued) 

Strategy  4.2  Restructure  and  enhance  the  Department’s  relationship  with  its  community  advisory  groups. 
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4.3(d)  Explore  regionalizing  services  (with  the  Department  as  either  a contractor  or  contractee)  if  it  can  meet  the 
following  criteria: 

1.  provide  public  health  services  to  a broader  population  yet  still  addresstng  community  needs, 

2.  provide  those  services  more  efficiently,  and  promote  economies  of  scale  in  an  effort  to  be  cost-effective  and 

3.  ensure  that  services  remain  responsive  to  San  Francisco  community  needs. 
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INTRODUCTION 


Whether  the  San  Francisco  Department  of  Public  Health  is  in  an  environment  of  increasing  or 
decreasing  financial  support  for  its  programs,  it  must  clearly  articulate  its  role  in  the  delivery  of 
public  health  services.  To  ensure  that  this  occurs,  the  Department  undertook  a strategic  planning 
effort  to  develop  a clear  strategy  for  fulfilling  its  mission  and  vision  statements. 

Strategic  planning  is  a formal  and  ongoing  process  of  developing,  evaluating  and  implementing  goals 
to  guide  actions  and  decision  making  by  organizations.  It  requires  the  Department  to  reassess  its 
services  and  service  delivery  system  in  light  of  changes  in  the  health  care  industry  and  in  community 
needs.  As  such,  our  strategic  planning  objectives  are  broad- based  recognizing  the  dynamic  changes 
in  the  health  care  environment.  For  example,  there  are  numerous  health  issues  of  concern  in  the 
community.  However,  due  to  resource  constraints  (e.g.,  financial,  time,  expertise,  etc.)  some  of  the 
health  concerns  may  not  be  fully  addressed.  A strategic  planning  effort  will  help  the  Department 
prioritize  the  health  concerns  it  focuses  on  with  the  community.  This  type  of  proactive  planning  can 
help  ensure  that  new  funds  are  prudently  allocated  to  meet  community  need.  We  can  also  minimize 
reductions  in  priority  program  areas  when  faced  with  decreasing  financial  resources. 

This  strategic  planning  initiative  - Leading  the  Way  to  a Healthier  Community  — provides  the 
Department  with  an  opportunity  to  forecast  changes  in  the  environment  and  adapt  to  those 
changes.  At  its  core,  strategic  planning  will  determine  how  the  Department  fulfills  its  three  primary 
roles:  assessment,  assurance  and  policy  development.  The  strategic  planning  initiative  focused  on: 

♦ addressing  funding  and  related  legislative  changes  within  health  (federal  and  state), 

♦ ensuring  that  the  Department  develops  a mechanism  for  prioritizing  the  services  it  provides  and 
the  populations  it  serves, 

♦ working  with  the  community  and  other  providers  to  improve  health  status  and 

♦ strengthening  prevention  activities. 

This  document  is  structured  in  the  following  manner: 

♦ Prefile  cf  San  Frandsoo  County  provides  basic  demographic  and  health  data 

♦ Department  cf  Public  Health  gives  information  on  services,  clients,  funding  and  the  organization 

♦ Strategic  Planning  Iratiative  describe  the  goals,  guiding  principles  and  planning  process 

♦ Community  and  Staff  Perspectives  summarizes  community  and  staff  input  into  this  effort 

♦ Finding 

♦ The  People  We  Serve  provides  findings  on  populations  that  should  be  served 

♦ The  Program  We  Offer  provide  findings  on  programs  that  should  be  developed 

♦ The  Delivery  System  We  Support  provides  findings  on  our  delivery  of  care 

♦ Operational  Advancements  We  Endorse  provides  findings  on  how  to  enhance  operations  to 
improve  services 

♦ Financing  Health  Services  provides  findings  on  funding  services  and  infrastructure 

♦ Evaluation  cf S trategc  Planning  Initiative  evaluates  the  entire  strategic  planning  process 

♦ Next  Steps  and  Implementation  offers  an  implementation  proposal 
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I.  PROFILE  OF  CITY  AND  COUNTY  OF  SAN  FRANCISCO 


San  Francisco  is  a culturally  diverse  city  and  as  a result,  there  is  a wide  array  of  health  needs,  beliefs 
and  practices.  This  section  of  the  report  provides  basic  demographic  and  health  information  on 
San  Francisco.  It  provides  the  context  for  the  what  the  health  needs  of  our  community  are  and  of 
our  City's  overall  health  status.  It  is  the  starting  point  for  determining  what  health  issues  the  San 
Francisco  Department  of  Public  Health  should  address  and  what  services  it  should  provide. 

Demographics 

San  Francisco  is  the  10th  most  populace  county  in  California  (out  of  58  counties)  with  an  estimated 
population  of  792,000.*  The  following  charts  provide  information  of  the  population  by  ethnic 
group  and  age. 


Chart  1 - Population  by  Major  Ethnic  Group  Chart  2 - Population  by  Age  Group 


Chart  3 --  Age  Distribution  by  Ethnicity 


In  comparison  to  other  counties,  San  Francisco  has  a smaller  percentage  of  children  and  youth 
(those  under  18  years  of  age)  and  a larger  percentage  of  older  adults  (those  60  years  of  age  and 


1 California  Department  of  Finance,  Demographic  Research  Unit. 
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older).  The  aging  of  San  Francisco’s  population  will  require  the  Department  to  address  various 
health  service,  long-term  care  and  psycho-social  support  needs  for  older  persons,  as  well  as  the 
disabled. 

San  Francisco  continues  to  attract  many  immigrants  from  other  countries.  The  immigration  data 
below  reflect  those  persons  admitted  for  permanent  residence  in  the  United  States  via  San 
Francisco.  An  unknown  number  of  these  individuals  actually  settle  elsewhere.  This  chart  does  not 
include  undocumented  residents  who  may  also  reside  in  San  Francisco.  It  was  been  estimated  that 
for  California  as  a whole,  18.5%  of  its  1996  population  were  non-citizens  of  the  United  States. 

Chart  4 - Documented  Immigrants  Admitted  to  San  Francisco,  1986  - 1996 
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The  Department  recognizes  that  the  health  needs  of  the  City's  undocumented  and  legal  immigrant 
population  may  differ  from  other  residents.  As  a result,  the  Department  is  committed  to  providing 
culturally  and  linguistically  appropriate  services  to  address  the  specific  health  concerns  that  these 
various  populations  may  have. 

While  San  Francisco  has  one  of  the  highest  per  capita  income  levels  among  California  counties, 
there  are  still  pockets  of  poverty  throughout  the  City.  Compared  to  higher  income  populations, 
individuals  living  in  poverty  have  higher  mortality  from  many  causes,  report  themselves  to  be  less 
healthy,  are  less  likely  to  have  regular  sources  of  health  care  and  seek  health  services  less  often.  In 
the  year  2000,  100%  of  the  federal  poverty  level  for  one  person  is  defined  as  those  with  $8,350 
or  less  in  annual  income. 

It  is  important  to  note  that  the  federal  poverty  levels  are  set  for  the  nation  by  a formula  which 
greatly  underestimates  the  real  costs  needed  for  subsistence-level  living  in  San  Francisco.  The 
estimated  Bay  Area  minimum  comfortable  cost-of-living  for  a single  parent  with  two  children  was 
estimated  to  be  $44,172  a year  by  the  California  Budget  Project  in  October  1999.2  The  1999  federal 
poverty  level  (FPL)  for  a family  of  three  at  100%  FPL  was  $13,880,  at  200%  FPL  was  $27/60  and 
at  300%  was  FPL  $41,640  - all  below  the  estimated  reasonable  cost-of-living  for  this  area. 


2 California  Budget  Project,  Make  Ends  Meet:  How  Much  Does  it  Costs  to  Raise  a Family  in  California?  October  1999. 
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The  chart  on  the  following  page  provides  the  estimated  number  and  percentage  of  residents  in 
poverty  by  age  group  for  the  year  1995  (the  most  recent  year  available).  As  the  chart  notes,  the  rate 
of  poverty  is  higher  for  children  than  it  is  for  the  population  overall. 

Chart  5 --  San  Francisco  Poverty  Population  by  Age,  1995 
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Health  Status 

Examining  mortality  data  (i.e.,  the  number  and  causes  of  death)  can  be  a valuable  method  to 
determining  overall  health  status. 

Table  1 


San  Francisco  Prevention  Attribution  Matrix  for  Leading  Causes  of  Premature  Mortality,  19983 


Rank 

Specific  Cause  of  Death 

Tobacco 

Diet,  lack 
of 

Exercise 

Alcohol 

Environ. 

Toxins 

Guns 

Sexual 

Behavior 

Illegal 

Drugs 

1 Ischemic  heart  disease  (IHD) 

• 

• 

+ 

2 

HIV  Infection/ AIDS 

t 

A 

• 

3 

Drug  poisoning  (mosdy  heroin  overdose) 

• 

A 

4 

Cerebrovascular  (Stroke) 

• 

• 

■ + 

■ 

5 

Lung  cancer 

▲ 

t 

■ 

6 

Lower  resp.  infection  (Pneumonia) 

• 

■ 

■ 

7 

Suicide 

• 

• 

■ 

8 

Chronic  obstr.  Pulrn  Disease  (GOPD) 

A 

■ 

9 

Colorectal  cancer 

■ 

• 

■ 

10 

Breast  cancer 

t 

■ 

■ 

11 

Homicide 

• 

A 

• 

12 

Inflam/  infect/  cardiomyopathy 

■ 

■ 

■ 

13 

Chronic  liver  disease  & cirrhosis 

A 

■ 

14 

Motor  vehicle- traffic 

• 

■ 

15 

Alcohol  use  (psych  dx) 

A 

3 Specific  came  of  death  ranking  is  by  years  of  lost  life  (using  a life  expectancy  table  that  begins  with  82.5  years  at  birth. 
The  ranking  is  based  on  1998  mortality  data.  For  methods  see  Aragon  et  at,  San  Francisco  burden  cf  Disease  and  Injury 
Mortality  Analysis,  1990-1995,  San  Francisco  Department  of  Public  Health,  December  1998. 
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Many  of  the  deaths  in  San  Francisco  can  be  attributed  to  seven  well-known  risk  factors:  tobacco  use, 
poor  diet  and  not  enough  exercise,  excessive  or  ill-timed  alcohol  consumption,  environmental 
toxins,  guns,  unsafe  sex  and  illegal  drugs  (primarily  heroin).  These  risks  or  determinants  contribute 
to  the  leading  causes  of  death  in  San  Francisco  in  complex  ways.  The  symbols  in  the  table  below 
indicate  the  approximate  share  of  these  causes  of  death  that  may  be  attributable  to  these 
determinants.  For  the  purposes  of  the  chart,  the  symbols  have  the  following  meaning: 

A Attributable  fraction  estimated  to  be  greater  than  40% 

• Attributable  fraction  estimated  to  be  between  10%  and  40% 

■ Attributable  fraction  estimated  to  be  between  2%  and  10% 

+ Protective  effect  of  moderate  alcohol  consumption 
? More  than  two  studies  but  no  consensus 

This  mortality  information  underscores  the  need  for  the  Department  to  expand  its  prevention 
activities  to  reduce  the  number  of  premature  and  preventable  (deaths  within  San  Francisco.  As  the 
table  indicates,  many  of  the  leading  causes  of  death  (i.e.,  ischemic  heart  disease,  AIDS,  drug 
poisoning,  suicide,  etc.)  are  preventable  to  a certain  degree. 

In  addition  to  examining  the  leading  causes  of  death  by  risk  factors,  the  Department  has  also 
analyzes  them  by  measuring  Standard  Expected  Years  of  life  Lost  (SEYLL)  for  specific  causes. 

Table  2 


Leading  Causes  of  Premature  Death  by  Sex,  San  Francisco,  1998 


1998 

Rank 

Cause  of  Death 

Expected  Years 
of  Life  Lost 

Deaths 

Average  Expected 
Years  of  Life  Lost 

1997 

Rank 

1 

MALE 

Ischemic  heart  disease 

12,340 

839 

14.7 

1 

2 

HIV  infection/ AIDS 

6,625 

163 

40.6 

2 

3 

Drug  poisoning,  UI 

5,207 

119 

43.8 

4 

4 

Lung  cancer 

3,525 

200 

17.6 

3 

5 

Lower  respiratory  (Pneumonia) 

2,965 

232 

12.8 

7 

6 

Cerebrovascular  (Stroke) 

2,926 

203 

14.4 

5 

7 

Suicide 

2,890 

73 

39.6 

6 

8 

Homicide 

1,986 

37 

537 

9 

9 

Chronic  obstr.  Pulm.  disease 

1,880 

136 

13.8 

* 

10 

Inflam/infect/  cardiomyop 

1,820 

74 

24.6 

* 

1 

FEMALE 

Ischemic  heart  disease 

8,165 

852 

9.6 

1 

2 

Cerebrovascular  (Stroke) 

3,052 

297 

10.3 

2 

3 

Breast  cancer 

2,499 

115 

21.7 

3 

4 

Lung  cancer 

2,239 

138 

16  2 

4 

5 

Lower  resp.  (Pneumonia) 

2,192 

275 

8.0 

5 

6 

Drug  poisoning,  UI 

1,153 

24 

48.0 

7 

7 

Chronic  obstr.  Pulm.  disease 

1,074 

87 

12.3 

9 

8 

Colorectal  cancer 

997 

80 

12.5 

6 

9 

Diabetes  mellitus 

765 

58 

13.2 

8 

10 

Genito- urinary  diseases 

764 

72 

10.6 

* 

* Not  in  1997  top  10  causes  of  premature  mortality 
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By  giving  greater  weight  to  deaths  of  younger  people,  this  measure  emphasizes  premature  mortality. 
The  years  of  life  lost  for  a person  dying  are  based  on  life  expectancy  for  persons  of  their  age  at  the 
time  of  death.  Ischemic  heart  disease  is  the  leading  cause  of  premature  death  for  men  and  women  in 
San  Francisco.  AIDS  continues  as  the  second  leading  cause  of  death  for  men.  However,  dmg 
poisoning,  mainly  heroin  overdose,  has  replaced  lung  cancer  as  the  third  leading  cause  of  premature 
death  for  men  and  has  become  the  sixth  leading  cause  of  death  for  women.  The  “average  expected 
years  of  life  lost”  column  should  be  read  in  the  following  manner.  On  average  a male  who  dies 
from  ischemic  heart  disease  can  expect  to  have  lost  14.7  years  from  his  life.  As  noted  in  the 
previous  table,  tobacco,  diet  and  lack  of  exercise  are  risk  factors  that  may  contribute  to  ischemic 
heart  disease. 

Access  to  health  care  is  a significant  issue  in  San  Francisco,  as  it  is  throughout  California  and  the  rest 
of  the  nation.  Lack  of  access  to  preventive  and  ongoing  health  care  services  leads  to  higher  rates  of 
preventable  diseases  and  injuries,  and  poorer  health  outcomes  from  illness  and  injury.  A common 
indicator  of  access  to  health  care  services  in  the  availability  of  health  insurance.  San  Francisco  is 
similar  to  the  rest  of  California  in  that  the  majority  of  residents  without  health  insurance  are 
employed  (full-time  or  part-time)  or  are  members  of  families  with  working  adults.  In  1997,  it  was 
estimated  that  130,000  residents  were  uninsured.  Below  is  a breakdown  of  coverage  and  the 
population  by  category. 


Health  Care  Coverage  Status 
San  Francisco,  1997 


Health  Coverage  Status 

% of  Population 

Number  of 
Residents 

Employer- based  coverage 

53% 

mm 

Individually  purchased 

6% 

46,400 

Publicly  funded 
Mech-Cal 

9% 

73,200 

Medicare 

15% 

115,500 

Uninsured 

17% 

130,000 

Uninsured  Category 

% of  Uninsured 

Working  adults 

68% 

88,000 

Indigent  adults 

14% 

18,000 

i Other  adults 

8% 

11,000 

Children  and  youth 

10% 

13,000 

Now,  the  estimate  is  that  135,000  San  Franciscans  may  be  uninsured.  This  figure  is  based  on 
changes  in  health  care  coverage  as  a result  of  the  implementation  of  Healthy  Families,  expansion  of 
Medi-Cal,  demographic  changes  and  data  from  The  State  of  Health  Insurance  in  California,  19991 

Many  uninsured  residents  are  ineligible  for  publicly  supported  health  care  coverage  such  as  Medi- 
Cal,  Medicare  or  Healthy  Families.  In  general,  low-income  single  adults  between  the  ages  of  18  - 64, 
who  are  not  disabled  and  have  no  children  are  ineligible  for  publicly- funded  health  care.  In  other 
cases,  many  uninsured  persons  may  not  meet  the  eligibility  criteria  either  because  while  they  are 

4 HH  Schauffler  and  ER  Brown,  The  S tate  cf  Health  Insurance  in  Gdifornid,  1 999,  Berkeley,  CA:  Regents  of  the  University  of 
California,  January  2000. 
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poor,  they  are  not  poor  enough  to  be  considered  eligible  or  may  be  ineligible  because  of  their 
residency  (i.e.,  immigration)  status. 

San  Francisco  and  National  Health  Objectives 

Healthy  People  2000  is  a set  of  national  health  promotion  and  disease  prevention  objectives  that  were 
designed  to  “reduce  preventable  death  and  disability,  enhance  quality  of  life  and  gready  reduce 
disparities  in  the  health  status  of  populations  within  our  society.”3  It  was  developed  by  the  United 
States  Department  of  Health  and  Human  Services’  Public  Health  Services  Division. 

Measurable  objectives  for  health  promotion,  protection  and  preventive  services  were  developed  for 
21  priority  health  areas.  The  goal  was  to  ensure  that  all  states  met  these  objectives  by  the  year  2000. 
The  federal  government  recendy  revised  the  national  objectives  in  Healthy  People  2010.  The  federal 
government  notes  that  local  health  departments,  such  as  San  Francisco,  work  to  “ ensure  that  they 
provide  appropriate  preventive  and  health  promotions  services  to  the  people  they  deserve  - in 
addition  to  their  historic  roles  of  providing  and  monitoring  traditional  community  health  services. 

San  Francisco  has  met  some,  but  not  all  of  the  national  year  2000  goals.  According  to  the  California 
Department  of  Health  Services,  San  Francisco  has  met  goals  for  reducing  the  death  rate  due  to 
motor  vehicle  crashes,  firearm  injuries,  all  cancers,  lung  cancer,  female  breast  cancer,  coronary  heart 
disease  and  overall  infant  death  rate.5 6  However,  the  Gty  and  County  has  not  achieved  the  national 
health  objectives  for  reducing  the  death  rate  due  to  unintentional  injuries,  homicide,  cerebrovascular 
disease  and  drug- related  deaths.  In  addition,  San  Francisco  has  not  achieved  the  national  health 
objectives  related  to  the  reported  case  rate  for  AIDS,  tuberculosis  and  syphilis,  the  percent  of  low 
birthweight  infants  and  the  percent  of  prenatal  care  begun  during  the  first  trimester  of  pregnancy. 
Specifically,  San  Francisco  has  the  highest  incidence  of  AIDS  and  tuberculosis,  and  drug- related 
deaths  of  any  other  county  in  California.  It  also  the  third  highest  incidence  of  syphilis  and  low- 
birthweight  infants. 

This  information  strongly  suggests  that  continued  improvement  is  needed  to  reduce  the  burden  of 
disease  and  improve  overall  health  status.  However,  it  is  also  important  to  recognize  that  San 
Francisco’s  ability  to  meet  these  objectives  and  other  health  objectives  for  the  year  2010  is  related  to 
the  demographic  and  health  trends  of  the  Gty,  and  the  availability  and  appropriateness  of  health 
services.  For  example,  San  Francisco’s  high  tuberculosis  rate  is  directly  related  to  the  fact  that  it  has 
a large  immigrant  population.  Over  60%  of  San  Francisco’s  new  tuberculosis  cases  are  among 
foreign  bom  residents.  In  addition,  tuberculosis  disproportionately  affects  the  homeless  and 
persons  with  AIDS,  both  of  which  are  high  in  San  Francisco. 

Community  Assessment  Data 

In  addition  to  examining  mortality  data  and  national  health  objectives,  the  Department  also  utilized 
the  most  recent  community  needs  assessment  to  further  ascertain  the  health  issues  facing  Gty  and 
County  residents.  In  1999,  Building  a Healthier  San  Francisco  issued  a Citywde  Collaborative 
Community  Assessment  which  was  sponsored  by  The  Hospital  Council,  United  Way  of  the  Bay  Area 
and  the  Department.  This  effort  identified  15  critical  issues  impacting  the  health  of  San  Franciscans. 
The  assessment  indicates  that  the  “criteria  for  selection  included  whether  the  numbers  show  that  the 


5 Department  of  Health  and  Human  Services,  Healthy  People  2000, 1991 

6 California  Department  of  Health  Service  and  California  Conference  of  Local  Health  Officers,  County  Health  Status 
Profiles  2000,  April  2000 


7 


problem  is  getting  worse  or  better,  whether  San  Francisco  fares  well  or  badly  on  this  issues 
compared  to  other  counties,  the  State  or  other  recognized  standards  (e.g.,  Healthy  People  2000 
goals)  and  whether  the  measures  are  higher  or  lower  for  a particular  area  of  the  Gty  or  among  a 
particular  population  group.”  The  fifteen  critical  areas  are: 

1 . Poverty  - Being  poor  plays  a role  in  most  health  issues  discussed  in  the  assessment.  Poverty 
affects  African  Americans,  Native  Americans,  women  and  children  disproportionately 
relative  to  their  share  of  the  city’s  population.  Additionally,  poverty  correlates  strongly  with 
the  incidence  of  crime,  violence  and  drug  use. 

2.  Housing  - As  a result  of  rising  housing  costs,  a slow  rate  of  new  construction,  and  loss  of 
subsidized  housing  San  Francisco  is  undergoing  a housing  crisis.  This  crisis  is  hardest  on 
seniors  and  frail  elderly,  people  with  mental  illness  or  disabilities,  people  living  with  AIDS 
and  low- income  families  with  children. 

3.  Homelessness  - Families  with  children  make  up  an  estimated  25  to  30%  of  the  homeless 
population.  Substance  abuse,  mental  illness,  and  other  health  problems  are  found  among  the 
homeless. 

4.  Child  Care  - Demand  for  childcare  far  exceeds  supply  and  is  one  of  the  major  obstacles  to 
families  achieving  economic  self-sufficiency. 

5.  Access  Health  Care  Services  - San  Franciscans,  like  other  Californians,  are  less  likely  to 
have  health  insurance  than  the  national  average,  and  also  less  likely  to  have  coverage  through 
their  employer.  Nearly  13%  of  San  Francisco’s  children  are  uninsured. 

6.  Child  Abuse  and  Neglect  - A high  number  of  children  (nearly  three  quarters  African 
American)  are  in  the  Gt/s  foster  care  system.  Histories  of  abuse  and  neglect  are  common. 

7.  Domestic  Violence  - Family  violence  is  the  leading  cause  of  female  homicide  in  San 
Francisco. 

8.  Suicide  - The  rate  of  reported  suicide  attempts  among  San  Francisco  high  school  students 
is  over  50%  higher  than  the  rates  for  California  as  a whole. 

9.  Alcohol,  Tobacco  and  Other  Drugs  - San  Francisco  has  the  highest  rate  of  death  from 
drug  overdose  in  California,  and  the  alcohol- related  death  rate  continues  to  be  well  above 
the  state  average. 

10.  AIDS/HIV  - The  number  of  new  AIDS  cases  has  declined  every  year  since  1992,  but  HTV 
infection  continues  to  be  a serious  problem  among  gay  men,  people  of  color,  and  injection 
drug  users. 

11.  Asthma  - San  Francisco’s  rate  of  children’s  asthma  hospital  discharges  exceeds  both  the 
State  rate  and  the  Healthy  People  2000  goal;  African  American  children  have  the  highest 
rates. 

12.  Immunizations  and  Communicable  Diseases  - San  Francisco  lags  behind  the  Healthy 
People  2000  goals  for  childhood  immunizations.  Cases  of  Hepatitis  A and  B and 
tuberculosis  are  also  on  the  rise. 

13.  Mental  Health  - Mental  illness  is  linked  to  substance  abuse,  homelessness,  family  violence 
and  suicide. 

14.  Cardiovascular  Disease  - Cardiovascular  disease  has  replaced  AIDS  as  the  leading  killer  of 
adult  San  Franciscans,  and  is  particularly  prevalent  among  African  American  males. 

15.  Long  Term  Care  - Services  to  help  seniors  and  the  disabled  cope  with  daily  living  are 
already  in  significant  demand,  and  will  grow  as  the  population  continues  to  age. 

One  interesting  aspect  of  this  critical  issues  list  is  that  while  it  was  developed  to  identify  health 
issues,  five  of  the  top  six  issues  are  in  areas  in  which  public  health  has  traditionally  had  a role  or  has 
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responsibility  to  address.  This  suggests  strongly  that  providers,  advocates  and  others  believe  that 
socio-economic  conditions  have  a significant  impact  on  health  status.  This  challenges  the 
Department  to  take  a wider  view  on  the  concept  and  definition  of  health.  The  health  data  indicate 
that  many  of  the  health  problems  seen  in  San  Francisco  are  components  of  larger  socio-economic 
issues.  Socio-economic  conditions  can  provide  the  context  for  examining  health  status. 
Demographically,  the  trends  in  San  Francisco  reveal: 

♦ a growing  culturally  and  ethnically  diverse  population, 

♦ a significant  immigrant  population, 

♦ a relatively  small  children  and  youth  population  (but  high  rate  of  child  poverty), 

♦ an  increasing  proportion  of  persons  over  the  age  of  60, 

♦ a significant  percentage  of  the  population  in  poverty, 

♦ a lack  of  low  income  housing  combined  with  significant  homelessness, 

♦ some  residents  engage  in  high-risk  behavior  that  will  result  in  poorer  health  status  (e.g., 
smoking,  substance  abuse,  lack  of  safe  sex  health  practices,  gang  violence,  etc.)  and 

♦ high  number  of  uninsured  residents. 

To  address  these  health  trends  and  counterbalance  the  socio-economic  conditions  that  impact  health 
status,  the  San  Francisco  Department  of  Public  Health  provides  a range  of  public  health  and  direct 
clinical  care  services  to  our  community. 


II.  DEPARTMENT  OF  PUBLIC  HEALTH 


The  San  Francisco  Department  of  Public  Health  (“Department”)  is  the  City  and  County  agency 
charged  with  the  responsibility  of  providing  health  services  to  the  City’s  residents.  The 
Department’s  core  functions  are  in  the  areas  of  assessment,  assurance  and  policy  development.  Our 
organizational  structure  reflects  this  distinction,  as  does  our  budgeting.  The  section  of  the  report 
provides  information  on  the  Department’s  services,  clients  and  funding. 

The  Department’s  mission  is  to: 

“protect  and  promote  the  health  of  all  San  Franciscans.” 

It  fulfills  its  mission  by  engaging  in  the  following  activities: 

♦ Assess  and  research  the  health  of  the  community 

♦ Develop  and  enforce  health  policy 

♦ Prevent  disease  and  injury 

♦ Educate  the  public  and  train  health  care  providers 

♦ Provide  quality,  comprehensive,  culturally-proficient  health  services 

♦ Ensure  equal  access  to  all 

The  Department  serves  San  Franciscans  in  two  ways.  First  it  provides  population- based  public 
health  services  that  benefit  all  San  Franciscans.  These  services  include  environmental  health,  vital 
statistics,  health  promotion  and  emergency  medical  services,  for  example.  Second  it  provides  direct 
clinical  care  to  residents  who  use  our  clinics  and  hospitals.  This  includes  such  services  as  primary 
care  and  inpatient  services  (i.e.,  psychiatric,  skilled  nursing  and  acute).  In  order  to  provide  these 
services,  the  Department  is  organized  into  two  divisions.  The  Population  Health  and  Prevention 
division  provides  all  of  our  population- based  public  health  services  while  the  Community  Health 
Network  division  provides  direct  clinical  care  services. 

A Services 

The  range  of  services  provided  by  the  Department  is  based  on  mandates  (federal,  state  and  local), 
policy  decisions  and  funding  availability.  The  following  is  a list  of  the  Department  services: 

Population  Health  and  Prevention  (public  health) 

□ Communicable  Disease  Control  (e.g.,  HIV/ AIDS,  STDs,  Tuberculosis  Control) 

□ Dental  Health 

□ Emergency  Medical  Services 

□ Environmental  Health 

□ Epidemiology,  Evaluation  and  Health  Services  Research 

□ Health  Education,  Prevention  and  Promotion 

□ Health  Needs  Assessment 

□ Housing  Services 

□ Maternal,  Child,  and  Adolescent  Health 

□ Mental  Health  Services 
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J □ Occupational  Safety  and  Health 

■ □ Public  Health  Laboratory 

□ Substance  Abuse  Services 

□ Vital  Statistics 

Community  Health  Network  (direct  clinical  care) 

Prirmry  Care  in  cornmmtybased  setting  and  at  San  Francisco  General  Hospital  Medical  Center  (SFGH) 

CHN  provides  primary  care,  urgent  care,  public  health  nursing  and  dental  services.  In  a community 
oriented  primary  care  model  there  are  special  focus  areas  for 

□ Women  and  Children  □ Behavioral  Health 

□ Refugees  & Newcomers  □ Elderly 

□ HIV  □ Homeless 


Managed  Care 

□ Utilization  Review  of  in  and  out- of- network  care 

□ Care  Management 


Specialty  and  Diagnostic  Senices  at  SFGH 

Consultation  and  referral  for  all  CHN  patients  and  affiliated  partners.  Outpatient  and  inpatient  care. 
Research  and  training. 


Medicine 
Surgery 

Family  Medicine 
Obstetrics  and  Gynecology 
Psychiatry  & Psycho-Social  Medicine 
Behavioral  Health  & Case  Management 
Orthopedics 


Neurology 

Neurosurgery 

Trauma 

Emergency  Care  for  physical  & psychiatric  emergencies 

Ophthalmology 

Otolaryngology 

Urology 


A cute.  Sub-acute  and  Mental  Health  Rehabilitation 

SFGH  has  acute  care,  critical  care,  skilled  nursing  and  mental  health  rehabilitation.  As  a general 
hospital  and  trauma  center  it  houses  all  the  services  needed  for  clinical  support  care  and  treatment. 

□ Rehabilitation  Services  □ Pharmaceutical  Services 

(Occupational,  Physical,  Speech  Therapy)  □ Clinical  Research 


Hone  Health 

□ Skilled  Intermittent  Care  □ Elder  Care 

□ Palliative  care  □ AIDS  Care 


Long  Term  Care  at  Laguna  Honda  Hospital  and  Rehabilitation  Center 

□ Adult  Day  Health  □ Acute  Care 

□ Skilled  Nursing  □ Rehabilitation 

□ AIDS  □ Chronic  Disease  Management 


Jail  Health  Senices 

□ Medical 

□ Dental 

□ Pharmacy 


□ Psychiatric  Care 

□ Aftercare  Services 
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Many  of  the  services  provided  by  the  Department  are  designed  to  address  the  health  needs  indicated 
in  the  Section  I.  Profile  of  San  Francisco  County.  However,  the  Department  recognizes  that  there 
are  still  service  gaps  and  that  improvements  can  be  made  in  how  it  delivers  the  current  array  of 
services  that  it  provides.  The  Department  must  continually  ensure  that  access  to  services  is  not 
impeded  and  its  services  are  relevant  to  the  health  needs  of  San  Francisco’s  various  communities. 

The  map  on  the  following  page  provides  a graphical  representation  of  the  location  of  Department 
service  sites.  Most  of  the  Department’s  services  are  provided  by  its  staff  (6,000  employees). 
However,  as  the  map  indicates,  there  are  over  a hundred  other  sites  where  residents  can  receive 
needed  health  services.  In  order  to  more  appropriately  meet  the  needs  of  residents,  the  Department 
contracts  with  over  130  local  organizations  to  provide  HIV/AIDS,  mental  health  and  substance 
abuse  services  are  provided  to  residents.  The  Department  considers  its  contractors  to  be  a vital  part 
of  the  delivery  system.  Contractors  enable  the  Department  to  capitalize  on  an  agency’s  expertise 
and  familiarity  with  client  needs,  ensure  that  more  services  are  culturally  and  linguistically 
appropriate,  and  develop  programs  in  a timely  manner.  In  1999-00,  the  Department  provided  a total 
of  $215  million  in  health  services  through  community- based  organizations. 

However,  regardless  of  service  site,  irrespective  of  it  being  provided  by  staff  or  contractor  and  no 
matter  the  service,  the  Department  is  committed  to  providing  high  quality,  comprehensive,  culturally 
competent  services. 
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B.  Clients 

just  as  the  Department  is  organizationally  in  two  divisions  and  services  are  either  public  health  or 
personal  health  care,  the  Department’s  clients  can  also  be  thought  of  in  two  groups. 

In  the  broadest  sense,  the  Department  serves  all  792,000  San  Franciscans,  even  if  a resident  never 
comes  to  one  of  the  Department’s  service  sites.  This  is  because  all  residents  benefit  from  the  range 
of  public  health  activities  that  we  engage  in  and  they  may  not  be  aware  of  it.  All  residents  are 
healthier  and  safer  when  the  Department  performs  its  environmental  health  (e.g.,  inspection  of 
restaurants,  hazardous  materials  sites  and  water  quality,  health  promotion  (e.g.,  child 
immunizations,  traffic  safety  and  communicable  disease  control  (i.e.,  stopping  the  spread  of  such 
communicable  diseases  as  Tuberculosis,  HIV  and  Sexually  Transmitted  Diseases)  activities.  In 
many  ways,  a reduction  in  illness  and  the  absence  of  disease  outbreaks  are  the  hallmarks  of  good 
public  health  strategies  and  interventions  serving  all  residents. 

The  Department  also  serves  all  San  Franciscans  by  being  the  only  Level  One  Trauma  Center  in  the 
City  and  County.  Any  person  who  suffers  a traumatic  life-threatening  accident  in  San  Francisco  is 
immediately  taken  to  San  Francisco  General  Hospital,  which  is  part  of  the  Department.  No  other 
hospital  in  the  Gty  is  licensed  to  care  for  Level  One  trauma  victims.  Level  One  means  that  the 
Department  must  provide  24  hours  a day/7  days  a week  trauma,  surgical  and  emergency  service.  It 
is  the  highest  designation  available  for  trauma  centers  and  signifies  an  institution  that: 

♦ cares  for  a high  volume  of  seriously  injured  patients  (at  least  1000  per  year), 

♦ provides  in-house  surgical  staff  and  all  necessary  specialists  who  are  immediately  available, 

♦ provides  training  and  education  for  health  professionals  in  trauma  care  and 

♦ maintains  a program  for  trauma  research. 

In  a narrower  sense  as  a provider  of  direct  clinical  care,  the  Department  serves  many  of  the  Gt/s 
low-income  and  uninsured  residents.  In  addition,  residents  with  health  care  coverage  elect  to  receive 
services  at  the  Department’s  clinical  sites.  In  other  cases,  individuals  will  seek  services  from  the 
Department  if  they  have  exhausted  their  benefits  under  their  health  insurance  coverage.  The 
Department  also  provides  health  care  services  to  inmates  in  the  County’s  jails  (approximately  35,000 
people  on  an  annual  basis). 

The  Department  has  a particularly  unique  role  in  serving  the  medically  indigent  (i.e.,  low-income 
persons  without  health  care  coverage)  given  our  State  mandates  (discussed  in  more  detail  in  Section 
V of  this  report).  Over  100,000  residents  rely  on  the  Department  to  receive  medical  care  and 
behavioral  health  services.  Many  of  these  clients  are  working  uninsured,  indigent,  homeless, 
immigrants  and  people  of  color.  Many  residents  who  seek  clinical  care  from  the  Department  have 
more  complex  health  needs,  suffer  from  mental  illness  or  substance  abuse  addiction,  and / or  require 
a range  of  social  services  to  ensure  that  they  gain  optimal  health.  Below  is  summary  information  on 
residents  who  seek  services  from  the  Community  Health  Network,  Community  Mental  Health 
Services  and  Community  Substance  Abuse  Services: 

Commumtv  Health  Network 

♦ Approximately  116,000  residents  received  services 

♦ 53%  are  male  and  47%  are  female 

♦ 29%  are  24  years  of  age  or  younger,  64%  are  aged  25  - 64  and  8%  are  65  years  of  age  and  older 
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♦ 68%  are  people  of  color  (African-American,  Asian- American/Pacific  Islander,  Latino  or  Native 
American)  and  26%  are  European- American 

♦ 50%  of  the  clients  are  uninsured 

♦ 10%  of  all  clients  are  homeless  and  24%  of  San  Francisco  General  Hospital  inpatient  days  were 
for  homeless  patients 

♦ approximately  one- third  (1/3)  of  adult  patients  have  mental  health  and/or  substance  use 
problems 

♦ Over  60%  of  the  clients  live  in  southeast  quadrant  of  the  Gty 
Comnwnty  Mental  Health  Senices 

♦ Over  21,000  residents  received  services  for  severe  mental  illness 

♦ 56%  are  male  and  44%  are  female 

♦ 19%  are  under  age  19,  64%  are  aged  19  - 59  and  13%  are  60  years  of  age  and  older 

♦ 46%  are  people  of  color  (African-American,  Asian- American/Pacific  Islander,  Latino  or  Native 
American)  and  38%  are  European- American 

♦ Mood  disorders,  schizophrenia  and  other  psychotic  disorders,  and  adjustment  disorders  are  the 
primary  diagnoses  of  persons  seeking  services 

Community  Substance  A buse  Senices 

♦ Over  14,000  residents  received  services 

♦ 70%  are  male  and  30%  are  female 

♦ 5%  are  under  age  19,  69%  are  aged  19  - 45,  25%  are  aged  46  - 65  and  1%  are  66  years  of  age 
and  older 

♦ Heroin  (38%),  alcohol  (26%)  and  cocaine  (19%)  are  the  primary  substance  abuse  problems  of 
people  seeking  services 

C.  Funding 

In  order  to  serve  residents,  the  Department  receives  funding  from  the  government  (federal,  state 
and  local),  users  of  our  services  and  foundations.  Funding  for  health  services  has  declined  over  the 
past  decade  making  if  more  difficult  for  the  Department  to  adequately  meet  the  service  needs  of 
residents  and  address  infrastructure  demands.  The  two  graphs  below  provide  information  on  the 
source  of  funding  for  the  Department  and  the  uses  of  those  funds  for  fiscal  year  (FY)  2000-01  (July 
1, 2000  to  June  30, 2001). 

The  Department  of  Health’s  FY  2000-01  budget  is  $883.1  million.  The  revenues  that  support  the 
budget  include  Gty  and  County  General  Funds,  Medi-Cal,  State  Realignment,  federal  and  state 
grants,  Medicare,  patient  payments  and  fees,  other  State  allocations,  and  miscellaneous  funds.  The 
following  table  summarizes  the  Department’s  revenues  by  source  and  allocations.  As  the  table 
indicates,  almost  90%  of  the  Department’s  funding  comes  from  the  public  sector  (either  federal, 
state  of  local).  This  is  not  unusual.  On  a national  level,  the  government  pays  for  majority  of  health 
services. 
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Table  3 

Fiscal  Year  2000-01  Revenues 
Community  Population  Health 


Health  Network 

& Prevention 

Total 

Percent 

City  General  Fund 

$ 

161,428,750 

$ 97,856,755 

$ 259,285,505 

29% 

Medi-Cal 

219,172,322 

39,355,394 

258,527,716 

29% 

State  Realignment 

61,112,800 

76,295,692 

137,408,492 

16% 

Grants 

710,016 

73,232,837 

73,942,853 

8% 

Medicare 

55,239,721 

1,001,000 

56,240,721 

6% 

Patient  Revenues 

28,609,568 

372,020 

28,981,588 

3% 

Other  State 

3,741,000 

29,249,786 

32,990,786 

4% 

Miscellaneous 

13.085.274 

22.601.400 

35.686.674 

4% 

Total  DPH 

$ 

543,099,451 

$ 339,964,884 

$ 883,064,335 

100% 

The  following  chart  summaries  the  same  revenue  data: 
Chart  6 


D e p a rtm  e n t o f P u b lie  Health 
Sources  of  Revenue 
FY  00-01  B udget 
$883.1  Million 


Medi-Cal 
$25  8.5  (29%  ) 


$29.0  (3  % ) 
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The  Department  receives  $259.3  million  from  the  Gtyand  County  General  Fund.  These  funds  are 
non-categorical,  and  can  be  allocated  to  services  and  programs  at  the  discretion  of  the  Mayor  and 
the  Board  of  Supervisors.  The  major  sources  of  revenue  for  the  General  Fund  include  property 
taxes,  payroll  taxes,  general  receipt  taxes,  and  interest.  In  addition,  the  General  Fund  collects 
revenues  from  other  Gty  departments  such  as  the  Airport  and  Public  Utilities  Commission  to 
support  other  city  services. 

The  Department’s  General  Fund  allocation  of  $259.3  million  represents  29%  of  the  total 
Department’s  $883.1  million  budget.  The  Department  General  Fund  allocation  is  the  largest  for  any 
single  Gty  Department.  Other  Gty  and  County  departments  which  receive  significant  amounts  of 
funding  from  the  Gty  and  County  includes  the  Police  Department,  Fire  Department,  Department 
of  Human  Services,  and  Muni.  The  Department’s  expenditure  budget  of  $883.1  million  provides  for 
salaries  and  fringe  benefits  for  over  6,000  employees,  which  represent  the  single  largest  expenditure 
in  the  Department  budget  --  personnel  costs  are  $415.5  million,  which  represents  nearly  half  of  the 
Department  budget.  The  second  largest  item  of  expenditure  is  non-personal  services  of  $262 
million.  The  largest  component  of  non-personal  services,  $262  million  or  30%,  is  for  contractual 
services  provided  by  a network  of  non-profit  agencies,  including  the  University  of  California. 
Materials  and  supplies  of  $53  million  are  primarily  for  pharmaceuticals  and  medical  supplies. 
Important  to  note,  however,  is  that  the  Department’s  infrastructure,  including  capital  projects  and 
facilities  maintenance,  equipment  purchases,  MIS,  and  supportive  services  represents  a relatively 
small  portion  of  the  budget.  Funds  earmarked  for  capital  projects,  maintenance  and  equipment  in 
the  current  year  is  less  than  $8.5  million.  The  following  table  summarizes  the  Department’s 
expenditure  budget. 

Table  4 

Fiscal  Year  2000-01  Expenditures 
Community  Population  Health 


Health  Network 

& Prevention 

Total 

Percent 

Salaries  & Fringe  Benefits 

$ 344,128,379 

$ 71,325,922  $ 

415,454,301 

47% 

Contractual  & 

105,816,107 

156,205,772 

262,021,879 

30% 

Non- Personal  Srvs. 

Materials  & Supplies 

48,653,863 

3,998,869 

52,652,732 

6% 

Equipment 

3,985,351 

15,733 

4,001,084 

0% 

Facilities  Maintenance 

4,366,555 

100,000 

4,466,555 

1% 

& Capital 

Services  of  Other  Depts 

21,511,952 

9,991,960 

31,503,912 

4% 

Work  Order 

7,147,596 

12,561/95 

19/09,391 

2% 

Grant 

710,016 

73,232,837 

73,942,853 

8% 

Special  Projects 

Total  DPH 

6.779.632 

12.531.996 

19.311.628 

2% 

$ 543,099,451 

$ 339,964,884  $ 

883,064,335 

100% 

As  the  expenditure  chart  on  the  following  page  indicates,  36%  of  the  Department’s  expenditures  are 
for  population- based  public  health  activities  and  62%  are  for  medical  services  within  the  Community 
Health  Network.  The  remaining  two  percent  of  the  Department’s  expenditure  budget  is  for  central 
administration. 
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Chart  7 


Department  of  Public  Health 


Expenditures  By  Division 
FY  00-01  Budget 
$883.1  Million 


San  Francisco 
General  Hospital 
$341.5  (39%) 


Central 


$17.9  (2%) 


Primary  Care 


$47.3  (5%) 


Pop.  Health  & 
Prevention 
$322.0  (36%) 


Laguna  Honda 
Hospital 
$ 132.2  (15%) 


Forensics 
$22.1  (3%) 


The  Department  of  Health’s  budget  represents  17%  of  the  Gty  and  County’s  overall  budget  for  FY 
99-00.  The  Gty  and  County’s  total  budget  of  $4.4  billion  is  divided  into  program  groupings.  These 
grouping  include  the  following  areas: 

♦ Public  Health  (Community  Health  Network  and  Population  Health  and  Prevention)  - 17%, 

♦ Public  Works,  Transportation  and  Commerce  (Public  Works,  Muni,  Port  and  Airport)  - 40%, 

♦ Social  Services  (Human  Services,  Commission  on  Aging,  Community  Development,  Housing)  - 

11%, 

♦ Public  Protection  (Police,  Fire,  Sheriff,  District  Attorney,  Public  Defender,  Juvenile  Justice, 
Courts)  - 14%, 

♦ Culture  and  Recreation  (Recreation  and  Park,  Library,  Museums)  - 5%, 

♦ General  Gty  and  Administration  (Assessor,  Tax  Collector,  Controller,  Treasurer)  - 7%  and 

♦ General  Obligation  - 6%. 
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III.  STRATEGIC  PLANNING  INITIATIVE 


In  its  simplest  form,  the  goal  of  Leading  the  Way  to  a Healthier  Community  is  to  better  position  the 
Department  of  Public  Health  to  fulfill  its  mission  and  vision  statements.  However,  more 
emergently,  the  context  of  the  strategic  planning  initiative  is  to  assist  the  Department  in  prioritizing 
health  concerns. 

This  strategic  plan  should  be  used  by  the  Department  for  a period  of  no  less  than  three  years.  It  is 
recommended  that  the  strategic  plan  be  used  to  guide  the  development  of  the  Department’s  2001-02 
through  2003-2004  budgets  at  a minimum. 

This  section  of  the  report  describes  the  strategic  planning  initiative  and  the  planning  process.  At  the 
start  of  this  planning  effort,  the  Steering  Committee  and  sub-committees  were  provided  with  the 
goals,  key  assumptions  and  strategic  questions.  From  there,  the  Steering  Committee  developed  a set 
of  guiding  principles  and  process  guidelines. 

A Goals  and  Outcomes 

With  the  external  and  internal  factors  as  a backdrop  to  the  strategic  planning  initiative,  when  the 
Department  first  undertook  this  effort  it  identified  the  following  issues  and  objectives  that  it  hoped 
to  address: 

♦ Community  Planting.  Work  with  the  community,  other  providers  and  Gty  agencies  to  improve 
health  status  by  better  responding  to  changing  demographic  and  health  needs. 

♦ Funding  and  Irfrastructure.  Address  funding,  legislative/ regulatory  changes  and  infrastructure 
within  health  (federal  and  state). 

♦ Integration.  Further  expand  integration  activities  within  the  Community  Health  Network  and 
Population  Health  and  Prevention. 

♦ Premition  Strengthen  prevention  activities. 

♦ Prioritizing  Program  Development  and  Populations  Sened:  Develop  a mechanism  for  prioritizing  the 
services  it  provides  and  the  populations  it  serves. 

For  each  of  these,  the  Department  provided  general  outcomes  that  it  hoped  to  achieve: 

Community  Planning 

♦ ensure  that  the  burden  for  improving  health  status  is  shared  by  all  providers  within  the 
community 

♦ broaden  the  concept  of  health  by  ensuring  that  the  Department  expands  its  work  with  other 
public  and  social  service  agencies  that  serve  the  same  population  as  the  Department 

Funding  and  Infrastructure 

♦ guide  the  development  of  the  Department’s  annual  budget 

♦ educate  the  community,  elected  officials  and  Department  staff  on  the  changing  fiscal  conditions 
within  the  Department  (particularly,  with  respect  to  state  and  federal  revenues) 

♦ work  within  the  general  fund  allocation  process  used  by  the  Mayor  and  Board  of  Supervisors 
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Integration 

♦ create  a seamless  care  delivery  system  for  clients  receiving  services  in  both  the  Community 
Health  Network,  and  Population  Health  and  Prevention 

Prevention 

♦ expand  the  Department’s  capacity  to  do  primary  prevention 

Prioritizing  Program  Development  and  Populations  Served 

♦ clarify  the  populations  the  Department  serves 

♦ guide  the  development  of  programs  and  establish  a mechanism  for  on-going  priority 
programming  for  services 

♦ increase  the  use  of  health  data  to  understand  community  need  and  determine  program 
development 

♦ promote  the  creation  of  an  evaluation  component  for  programs  in  order  to  measure  their 
effectiveness 

In  addidon,  this  strategic  planning  initiative  was  designed  to  develop  a mechanism  that  would  allow 
Department  staff  to  communicate  its  thoughts  and  to  inform  the  Health  Commission’s  policy- 
making and  the  Department’s  implementation  of  those  policies. 

These  initial  objectives  were  refined  through  the  strategic  planning  initiative.  Further  refining  and 
clarifying  of  the  initial  issues  and  objectives  is  an  expected  and  natural  result  of  any  strategic 
planning  effort.  It  demonstrates  that  the  Steering  Committee  was  open  and  committed  to 
developing  a strategic  plan  that  sufficiently  addressed  the  needs  of  the  Department.  The  Steering 
Committee  identified  the  following  goals  from  this  effort  based  on  external  and  internal 
assessments,  health  data,  needs  assessments,  advisory  council  reports,  community  and  staff  input, 
and  work  of  the  committees: 


STRATEGIC  PLANNING  GOALS 

Goal  1:  San  Franciscans  have  access  to  the  health  services  they  need,  while  the  Department 
emphasizes  services  to  its  target  populations. 

Goal  2:  Disease  and  injury  are  prevented. 

Goal  3:  Services,  programs  and  facilities  are  cost-effective  and  resources  are  maximized. 

Goal  4:  Partnerships  with  communities  are  created  and  sustained  to  assess,  develop, 
implement  and  advocate  for  health  funding,  policies,  programs  and  services. 


B.  Key  Assumptions 

Developing  a comprehensive  strategic  planning  initiative  for  the  Department  demanded  a multi- 
pronged approach  that  would  involve  providers,  consumers,  health  advocates,  staff  and  the  public. 
Combined  with  this  approach  was  a set  of  key  assumptions  that  provided  a framework.  The  key 
assumptions  provided  the  parameters  by  which  the  strategic  planning  initiative  was  undertaken.  The 
key  assumptions  were: 
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KEY  ASSUMPTIONS  IN  STRATEGIC  PLANNING  INITIATIVE 

O Mission  and  Vision  Statements  --  The  strategic  planning  initiative  is  not  designed  to  change 
the  mission  or  vision  statements  adopted  by  the  San  Francisco  Health  Commission.  The 
Department’s  mission  statement  as  adopted  by  the  Commission  (Resolution  No.  30-98)  is  to 
“protect  and  promote  the  health  of  all  San  Franciscans.”  The  mission  and  vision  statements 
approved  by  the  San  Francisco  Health  Commission  are  fundamental  tenets  of  the  strategic 
planning  process. 

□ Two  Roles  of  the  Department  - The  Department  of  Public  Health  will  continue  its  two  roles 
within  health  because  each  role  supports  the  other.  The  Department  will  continue  its  role  at 
overseeing  population  health  activities  that  are  fundamental  to  the  entire  community.  In 
addition,  the  Department  will  continue  to  be  a provider  of  health  care  to  individuals  who  seek 
services  at  our  community- based  clinics  and  hospitals.  The  recommendations  from  this  strategic 
planning  initiative  assume  that  the  Department  will  continue  both  its  population  health  and 
personal  health  care  provider  roles.  No  changes  in  governance  will  result  from  the  strategic 
planning  effort. 

□ Federal  and  State  Regulations  and  Statutes  - The  Department  is  required  to  follow 
governmental  provisions  to  receive  either  funding  or  licensure.  On  a regular  basis,  new 
regulations  and  procedures  are  implemented  which  may  constrict  the  Department’s  ability  to 
design  and  implement  programs  in  an  effective  manner.  This  strategic  planning  initiative 
assumed  that  this  situation  would  not  change  significandy.  In  addition,  no  changes  in  the  City 
and  County’s  Administrative  Code  and/or  Health  Code  are  anticipated. 

□ Health  Commission  Policies  and  Resolutions  - Over  the  past  three  years,  the  Health 
Commission  has  adopted  a number  of  resolutions  which  are  relevant  to  the  strategic  planning 
initiative.  Any  strategic  planning  recommendations  will  be  consistent  with  the  following 
programmatic  issues: 

♦ Strengthening  prevention  in  areas  of  asthma,  breast  and  cervical  cancer,  immunizations,  lead 
poisoning,  domestic  violence,  youth  suicide  and  a special  prevention  emphasis  on  the 
African-American  community 

♦ Promoting  substance  abuse  treatment  on  demand 

♦ Increasing  funding  for  HTV/ AIDS  care 

♦ Creating  alternatives  to  inpatient  care 

♦ Advancing  universal  health  care  coverage 

♦ Expanding  community- based  long-term  care  and  continuing  skilled  nursing  facility  care 

♦ Developing  housing  services  for  the  homeless  and  marginally  housed 

♦ Increasing  access  to  mental  health 
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Strategic  Questions 

The  following  strategic  planning  questions  were  presented  to  the  Steering  Committee  to  develop 
findings  and  make  recommendations  on.  The  criteria  to  assess  and  answer  each  question  included 
epidemiological  trends,  qualitative  health  data,  revenue  and  funding  availability,  legal  mandates, 
viability,  organizational  and  structural  constraints,  and  the  mission  statement.  However,  even  before 
undertaking  this  effort,  it  was  quite  clear  that  health  data  should  have  a fundamental  role  in  helping 
the  Department  prioritize  its  services  and  in  developing  new  programs,  particularly,  during  lean 
fiscal  years.  These  questions  help  define  the  strategic  issues  that  the  Department  must  confront  and 
answer  as  it  strives  to  continually  improve  services  to  San  Franciscans. 


The  People  We  Serve 

♦ What  populations  should  be  served  by  the  Department  (both  with  respect  to  population  health 

activities  and  personal  health  care  services)? 

The  Services  We  Offer 

♦ What  guidelines  should  be  used  to  develop  and  prioritize  services? 

♦ What  should  be  priority  services  for  funding? 

♦ What  services  could  be  regionalized  or  shared  with  other  communities? 

♦ What  is  the  appropriate  configuration  and  level  of  services  to  meet  community  need  (with 
respect  to  population  health  activities  and  personal  health  care  services)? 

♦ How  does  the  Department  strengthen  prevention  activities? 

♦ How  can  the  Department  better  integrate  physical  health,  mental  health,  substance  abuse  and 
social  services? 


The  Delivery  System  We  Support 

♦ Should  the  Department  focus  principally  on  serving  those  with  no  choice  of  providers  (e.g.,  the 
indigent  and  uninsured)  or  also  be  a provider  for  people  who  have  a choice  of  providers  and 
choose  the  Department?  If  so,  under  what  circumstances  and  for  what  other  populations? 

♦ What  are  the  strategic  issues  facing  the  Community  Health  Network  in  2001? 

Operational  Advancements  We  Endorse 

♦ How  can  the  Department  use  data  and  evaluation  to  guide  program  planning  and  priority 
setting? 

♦ Should  consistent  eligibility  criteria  be  developed  for  personal  health  care  and  population  health 
services? 

♦ How  can  the  Department  increase  collaborations  to  engage  the  community  and  other  entities  in 
improving  community  health? 

♦ How  can  benchmarks  be  used  more  fully  within  the  Department? 

♦ What  improvements  can  be  made  in  the  contract  development,  monitoring  and  payment 
process? 

♦ How  can  the  Department  use  the  benefits  of  E-commerce  applications  to  improve  systems? 

♦ What  improvements  can  be  made  to  address  staff  recruitment,  retention,  training  and 
management  issues? 
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Financing  Health  Services 

♦ What  are  potential  strategies  to  enhance  revenues  and  reduce  expenditures? 

♦ Does  caring  for  the  insured  financially  allow  the  Department  to  cover  a portion  of  the  costs  of 
the  uninsured? 

♦ How  can  the  Department  better  blend  funding  to  achieve  service  integration? 

♦ How  can  the  Department  fund  needed  infrastructure  and  ensure  adequate  capitalization? 

Guiding  Principles 

The  Steering  Committee  adopted  the  following  guiding  principles  to  direct  this  effort: 


STRATEGIC  PLANNING  GUIDING  PRINICIPLES 

♦ Ensure  that  the  Department  develops  a clear  strategy  for  fulfilling  its  mission  and  vision 
statements  and  clearly  articulates  its  role  in  the  delivery  of  services  to  San  Franciscans. 

♦ Take  a broad  view  of  health  given  that  there  are  many  social  determinants  that  impact  the 
community’s  health  - e.g.,  income,  education,  housing. 

♦ Continue  to  support  the  Department’s  roles  in  overseeing  the  public’s  health  and  delivering 
health  care  services. 

♦ Use  health  data  (quantitative  and  qualitative),  community  needs,  health  mandates  and  program 
evaluation  to  guide  the  development  of  the  Department’s  services. 

♦ Ensure  that  health  services  are  comprehensive  (including  a continuum  of  care)  and  integrated  to 
effectively  address  the  health  problems  of  communities  and  individuals. 

♦ Emphasize  the  expansion  of  primary  prevention  activities  to  reduce  preventable  illness  and 
injury. 

♦ Emphasize  improving  service  integration  at  the  following  levels: 

1.  integration  of  Population  Health  and  Prevention  and  Community  Health  Network  services, 

2.  integration  of  Department  services  with  community  resources  and  providers, 

3.  integration  of  Department  services  with  the  services  of  other  City  departments  for  the  same 
populations,  and 

4.  integration  of  program  contracting  functions  to  improve  contracting  efficiency  for  the 
contractor  and  Department. 

♦ Emphasize  blending  revenues  where  possible  to  support  service  integration. 

♦ Recommend  strategies  for  the  Department’s  legislative  advocacy  to  improve  San  Francisco’s 
health  status  and  the  Department’s  ability  to  address  health  issues. 

♦ Develop  a strategic  vision  for  the  Department  that  recognizes  current  fiscal  realities  but  is  not 
driven  by  them. 
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Strategic  Planning  Process 

In  addition  to  the  guiding  principles,  the  Steering  Committee  adopted  the  following  process 
principles  to  reflect  that  fact  that  the  overall  health  of  San  Francisco  is  a community-wide 
responsibility  requiring  combined  and  integrated  resources.  As  such  this  effort  included  public 
health,  other  providers,  health  advocates  and  community  agencies. 


PROCESS  GUIDELINES 

♦ The  strategic  planning  initiative  and  process  will  be  open  to  staff,  the  public  and  consumers  of 
health  services  in  San  Francisco.  Their  input  will  be  considered  before  analyses  and 
recommendations  are  finalized. 

♦ The  strategic  planning  initiative  and  process  will  be  culturally  competent  and  address  the 
linguistic  diversity  of  San  Francisco. 

♦ The  Strategic  Planning  Steering  Committee  and  Sub-Committees  will  develop  consensus 
recommendations  and  be  respectful  of  staff  and  public  input.  In  those  cases  where  consensus 
can  not  be  reached,  minority  opinions  will  be  included. 

♦ The  strategic  planning  initiative  will  complete  its  work  within  the  timeframe  established  by  the 
Health  Commission. 


The  Department  is  not  the  only  entity  which  provides  health  services  in  the  community  and  as  a 
result,  it  did  not  develop  its  Pushing  Formrch  A Healthier  Crnimunity  in  isolation.  The  Department’s 
strategic  planning  initiative  strongly  embraced  the  belief  that  members  of  our  community  have 
valuable  input  that  should  be  recognized  and  incorporated  during  this  initiative.  This  strategic  plan 
was  developed  in  conjunction  with  other  providers,  consumers,  advocates  and  interested  parties. 

The  first  step  involved  the  creation  of  a Strategic  Planning  Steering  Committee.  The  Steering 
Committee  was  comprised  of  Department  staff,  consumers,  providers,  health  advocates  and  others. 
Health  is  impacted  by  a number  of  social  economic  factors.  As  a result,  the  Department  routinely 
works  in  collaboration  with  other  public  entities  and  community- based  agencies  to  address  the 
overall  health  needs  of  the  community.  We  believe  that  it  is  crucial  to  involve  the  provider  and 
consumer  communities  in  the  planning  to  ensure  that  our  strategic  planning  direction  has  broad- 
based  support.  Incorporating  others  into  the  strategic  planning  initiative  can  help  determine 
whether  the  Department’s  priorities  for  health  are  or  are  not  consistent  with  other  priorities  in 
health  and  human  services. 

In  addition  to  the  Steering  Committee,  three  sub-committees  were  created  to  address  the  following 
areas: 

♦ Populations  and  Programs  - this  sub-committee  examined  the  strategic  questions  related  to 
populations  served  and  programs  provided  by  the  Department. 

♦ Finance  - this  sub-committee  examined  the  funding  issues  and  developed  an  overall  proposed 
funding  strategy. 
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♦ Communications  - this  sub- committee  developed  a communications  plan  for  the  strategic 
planning  initiative. 

The  Steering  Committee  and  sub- committees  began  meeting  in  October  1999.  The  chart  on  the 
following  page  provides  a graphical  representation  of  the  committee  structure  and  process.  As  the 
chart  indicates,  the  Steering  Committee  reported  to  the  Director  of  Health.  The  Steering 
Committee  makes  its  recommendations  on  the  strategic  questions  to  the  Director  of  Health.  After 
review  and  modification,  the  Director  of  Health  is  now  presenting  these  recommendations  to  the 
Health  Commission  for  review  and  approval. 

Chart  8 

Strategic  Planning  Committee  Structure  and  Process 


Sari  Francisco  Health  Commission 
| (Considers  and  approves  strategic  planning  recommendations.  Has 
| jurisdiction  to  make  revisions.  Forwards  any  recommendatiom  that  may 
| change  or  alter  Gty-wide  policvto  Mavor  and  Board  of  supervisors.) 

r ft 

Director  of  Health 

| (Reviews  and  comments  on  proposed  strategic  plan.  Has  jurisdiction  to 
make  revisions.  Forwards  any  recommendations  to  Health 
Commission.) 

f ft 

Department  Strategic  Planning  Steering  Committee 
(Oversight  of  strategic  planning  work  Reviews  recommendations  of 
sub-  committees.  Has  jurisdiction  to  make  revisions.  Presents  finalized 
recommendations  to  the  Director  of  Health.) 


ft 
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Community  involvement  in  this  strategic  planning  initiative  did  not  end  with  the  appointment  of  the 
Steering  Committee  and  its  sub-committees.  The  Department’s  success  in  developing  Leading  the 
Way  to  a HadtJjier  Conrruruty  depended  greatly  on  its  ability  to  adequately  communicate  this  effort  to 
its  staff,  the  community  and  other  interested  parties.  The  Department  continually  updated  and 
received  input  from  three  primary  populations:  (1)  staff;  (2)  consumers;  and  (3)  the  community  at- 
large. 

Essential  to  the  strategic  planning  initiative  was  open  and  effective  communication  with  the 
Department’s  staff,  service  consumers,  other  constituents,  elected  officials  and  the  public.  Staff, 
consumers  and  the  public  needed  a clear  understanding  of  the  Department’s  strategic  planning 
initiative  and  process,  and  needed  an  opportunity  to  offer  their  comments  and  suggestions  before 
the  Strategic  Plan  was  finalized.  To  ensure  that  this  occurred,  the  Steering  Committee  adopted  a 
communications  plan  to  assure  that  a variety  of  means  were  employed  to  both  provide  information 
about  the  strategic  planning  initiative  and  obtain  input  for  the  planning  committees. 

With  approximately  6,000  employees,  the  Department  made  a concerted  effort  to  ensure  that  staff 
was  both  informed  about  the  strategic  planning  initiative  and  allowed  to  provide  suggestions  into 
this  effort.  Staff  are  particularly  interested  in  knowing  how  any  recommendations  coming  from  this 
initiative  will  affect  them  and  the  clients  they  serve.  If  the  Department  was  unable  to  effectively 
communicate  information  regarding  this  initiative  to  staff,  then  staff  would  feel  disassociated  from 
the  effort  and  any  recommendations  made  in  the  strategic  plan. 

Consumers  of  the  Department’s  services  are  a particularly  important  population  with  which  the 
strategic  planning  process  must  communicate.  Their  evaluation  of  our  services,  identification  of 
barriers  to  service  and  recommendations  for  modifying  our  services  to  be  more  responsive  to 
consumer  needs  are  essential  to  assure  that  future  Department  programs  are  as  consumer-  oriented 
and  consumer- friendly  as  possible.  In  addition,  the  Department  must  also  ensure  that  its  other 
constituents  and  the  public  are  informed  about  the  strategic  planning  initiative.  It  is  critical  that  the 
Department  communicates  to  such  groups  as: 

♦ business  community, 

♦ community- based  organizations, 

♦ community  advisory  boards, 

♦ contractors, 

♦ departmental  planning  councils, 

♦ elected  officials, 

♦ labor, 

♦ neighborhood  groups, 

♦ other  Gty  departments,  and 

♦ health  care  providers. 

To  ensure  that  the  process  included  frequent,  open  and  effective  communications  to  and  from  the 
broad  range  of  Department  constituents,  the  following  communications  guiding  principles  were 
adopted  and  followed: 

♦ Department  staff,  contractors,  clients,  elected  officials  and  the  public  will  have  a high  level  of 
interest  in  the  future  direction(s)  for  the  Department  recommended  by  the  Strategic  Plan. 
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♦ All  the  above  must  be  kept  informed  of  the  deliberations  of  the  Strategic  Planning  Steering 
Committee  and  subcommittees  and  their  analyses  and  recommendations. 

♦ All  the  above  must  have  sufficient  opportunities  for  direct  input  into  analyses  and 
recommendations  before  they  are  finalized. 

♦ Strategic  planning  communications  must  be  clear  and  succinct. 

♦ Communications  must  consistently  assure  that  all  populations  served  by  the  Department  have 
information  concerning  the  initiative  and  opportunities  for  input  into  the  strategic  planning. 

♦ Communications  must  be  culturally  competent  and  linguistically  appropriate  to  San  Francisco’s 
communities. 

♦ The  strategic  planning  initiative  must  reach  out  to  communities  to  obtain  input. 

♦ Steering  Committee,  and  Finance  and  Populations  and  Programs  Sub-Committee  members  must 
be  encouraged  to  communicate  to  and  receive  input  from  the  broad  constituencies  they 
represent. 

As  part  of  the  Department’s  strategic  planning  initiative,  a Department-staffed  Communications 
Sub-Committee  of  the  Steering  Committee  was  established.  The  Communications  Sub-Committee 
developed  and  implemented  a communications  plan  for  the  strategic  planning  initiative.  The 
objective  of  the  communications  plan  was  to  describe  the  on-going  communications  strategy  for  this 
effort  and  to  operationalize  the  guiding  principles  set  forth  below.  The  communications  plan  was 
the  blueprint  for  publicizing  and  receiving  input  into  the  strategic  planning  process,  findings  and 
recommendations . 

The  Department’s  Strategic  Planning  communications  plan  was  based  on  a premise  that  staff  and 
the  public  must  receive  information  on  this  initiative  in  a variety  of  ways.  Department  staff  and  the 
community  will  have  varying  levels  of  interest  in  the  strategic  planning  initiative,  be  interested  in 
different  aspects  of  the  Department  and  will  utilize  different  means  of  receiving  information  and 
providing  comments.  Accordingly,  the  communications  plan  contained  written,  electronic  and  face- 
to-face  communication. 

The  communication  plan  consisted  of  the  following  components: 

♦ Public  Committee  Meeting-.  AH  meetings  of  the  Steering  Committee,  Finance  Sub- Committee  and 
Populations  and  Programs  Sub-Committee  were  open  to  the  public.  This  is  a critical  first  step  to 
creating  a planning  process  that  is  open  and  accessible.  The  public  meetings  provide  an 
opportunity  for  committee  members  to  solicit  ideas  from  the  public  and  for  the  public  to  hear 
the  detailed  discussions  among  committee  members. 

♦ Public  Irfcmution  Packet-.  A public  information  packet  was  designed  to  inform  any  interested 
person  or  entity  about  the  Department’s  strategic  planning  initiative.  The  packet  included  a 
summary  of  the  strategic  planning  initiative,  information  on  public  health  and  Department 
services.  The  packet  provided  uniform  information  on  the  development  and  implementation  of 
the  Department’s  strategic  planning  to  both  internal  and  external  entities.  This  helped  ensure 
that  there  was  broad  understanding  of  the  activities  of  the  three  planning  committees  and  helped 
minimize  inconsistent  communication.  The  packet  was  widely  distributed  at  town  hall  meetings 
(described  below). 
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♦ Tom  Hall  Meetings:  These  meetings  were  an  opportunity  for  the  Department  to  meet  with  staff 
and  the  community  to  discuss  the  Department’s  strategic  planning  effort.  The  town  halls 
provided  the  participants  an  opportunity  to  provide  their  input  the  range  of  services  provided 
and  the  populations  that  the  Department  serves.  The  town  hall  meetings  were  held  from 
February  to  September  2000.  The  comments  from  the  community  and  staff  town  hall  meetings 
were  provided  to  the  Steering  Committee  and  sub-committees.  In  this  way,  their  input  would  be 
taken  into  consideration  as  the  sub- committees  developed  their  recommendations. 

♦ Internal  Staff  Component.  The  Department  has  over  6,000  employees  which  it  must  educate  about 
its  strategic  planning  effort.  Staff  is  particularly  interested  in  how  the  strategic  planning  effort 
will  impact  them.  Written  communication  was  in  the  form  of  informational  flyers  and  regular 
status  reports  in  both  the  Director’s  electronic  mail  “Fast  Facts”  and  in  reports  to  the  Health 
Commission.  The  essence  of  the  Department’s  internal  communications  strategy  was  to 
communicate  to  staff  and  receive  their  input  through  divisional  meetings,  the  Department’s 
strategic  planning  Web  site  and  frequent  updates. 

♦ Departmental  Focus  Groups : Focus  groups  were  additional  forums  for  staff  comments  and 

suggestions.  The  focus  groups  provided  opportunities  to  staff  throughout  the  organization,  at 
various  levels,  to  provide  direct  input  into  the  process.  Focus  groups  were  conducted  within  the 
Department’s  three  areas  (i.e.,  Population  Health  and  Prevention,  Community  Health  Network, 
Central  Administration)  early  in  the  planning  effort  to  ensure  that  views  from  the  entire 
spectrum  of  Department  staff  inform  the  development  of  the  plan. 

♦ Electronic  Web  Site.  The  Department  of  Public  Health,  like  all  Gty  departments,  has  an  Internet 
site  that  provides  the  public  and  staff  with  information  on  the  Department.  Internet  sites  are 
being  used  regularly  to  communicate  with  the  public  on  an  on-going  basis  about  processes  and 
planning  efforts.  The  Internet  is  an  expedient  way  of  providing  updated  information  to  the 
public.  As  a result,  a specific  departmental  Web  site  was  created  for  strategic  planning.  The 
Web  site  address  is:  wmidph. sf.ca. us/ stratplan.  Through  the  Internet,  the  community  is  able  to 
access  and  print  information  regarding  all  Strategic  Planning  Committee  and  sub-committee 
meetings,  minutes,  analysis  and  recommendations.  It  is  critical  that  the  public  have  access  to 
this  information  because  not  all  members  of  the  public  will  be  able  to  attend  the  public  meetings 
of  the  Strategic  Planning  Committee  and  its  sub-committees,  or  the  town  hall  meetings. 

In  addition  to  the  Web  site,  the  Department  established  an  e-mail  address 
(StrategicPlanning@dph.sf.ca.us)  where  the  public  could  send  electronic  messages  regarding 
strategic  planning.  Those  messages  were  forwarded  to  the  Strategic  Planning  Steering 
Committee,  the  Populations  and  Programs  Sub-Committee  or  the  Finance  Sub-Committee  as 
appropriate  to  have  the  questions  or  issues  addressed. 


28 


IV.  COMMUNITY  AND  STAFF  PERSPECTIVE 


As  noted  in  Section  III  Strategic  Planning  Initiative  and  Process,  the  San  Francisco  Department  of 
Public  Health  (“Department”)  organized  an  effort  to  ensure  that  input  into  recommendations  cam 
from  not  only  the  strategic  planning  committee  members,  but  from  staff,  consumers,  advocates  and 
the  public- at-large.  This  section  summaries  the  range  of  community,  consumer  and  staff  input. 

A.  Community  Advisory  Council  Reports 

The  Department  works  with  over  60  community  advisory  groups  to  improve  health  services.  In 
addition,  other  City  and  County  departments  have  community  advisory  committees  in  the  social  and 
human  services  area  which  may  make  recommendations  on  various  health  issues.  As  part  of  this 
planning  effort  the  Department  reviewed  the  reports  of  several  advisory  bodies.  The  Department 
wanted  to  ensure  that  it  took  advantage  of  the  significant  work  that  had  already  taken  place  within 
the  community.  The  Department  reviewed  those  reports  that  could  have  strategic  implications  for 
this  planning  effort  (as  opposed  to  those  focused  on  current  operational  matters)  and  had  been 
developed  during  the  last  three  years. 

Reports  were  reviewed  in  the  following  areas:  children,  youth  and  their  families,  community  needs 
assessments,  environmental  health,  HIV/ AIDS,  health  insurance,  immigrants,  long  term  care, 
mental  health,  seniors,  substance  abuse,  violence  prevention  and  welfare  reform.  There  were 
consistent  themes  which  emerged  throughout  the  reports.  In  general  community  advisory  groups 
felt  that  there  was  a need  for  the  Department  and/ or  the  Gty  and  County  to: 

Expansion/Modification  of  Services 

♦ Expand  primary  prevention  efforts  to  reduce  health  problems  associated  with  high  risk 
behaviors 

♦ Expand  efforts  to  assure  that  services  are  culturally  and  linguistically  appropriate  to  the 
communities  they  serve 

♦ Continue  expansion  of  substance  abuse  services  to  fully  implement  “treatment  on  demand” 

♦ Stabilize  funding  to  implement  key  initiatives  (e.g.,  “treatment  on  demand”,  “single  standard  of 
care”  for  mental  health. 

Integration/ Continuum  of  Services 

♦ Develop  more  client-centered,  integrated  services  that  address  the  multiple  needs  of  individuals 
through  a seamless,  coordinated  approach  (e.g.,  integrating  physical  health,  mental  health, 
substance  abuse  treatment  social  and  support  services  more  effectivel)). 

♦ Provide  a continuum  of  social  and  health  services  that  fosters  independence  and  self-reliance. 

Department/ Community  Collaborations 

♦ Expand  partnerships  between  the  Department  with  other  Gty  departments,  social  service 
agencies,  community  based  organizations,  foundations  and  others  to  address  multi-faceted 
social/health  problems. 
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Data-Driven  Planning 

♦ Strengthen  data  collection  and  analysis  that  enables  program  planning  and  development  to  be 
driven  by  data  which  accurately  measures  community  needs. 

Socio-Economic  Issues 

♦ Continue  developing  sufficient  housing  for  low  income  and  vulnerable  populations. 

♦ Address  poverty  as  a root  cause  of  many  health  problems. 

♦ Address  the  racial  disparities  in  health  status,  and  access  to  and  use  of  health  services. 

♦ Continue  linkage  of  substance  abuse  to  physical  and  mental  health  problems,  violence  and 
homelessness. 

The  issues  raised  by  these  various  community  advisory  groups  are  similar  to  the  issues  raised  in  the 
health  data  and  city- wide  collaborative  community  assessment.  It  is  quite  clear  that  irrespective  of 
whether  one  is  an  advocate,  provider,  consumer,  member  of  the  public,  or  inside  or  outside  the 
organization,  there  is  a common  perception  regarding  the  community's  health  needs. 

B . Community  and  Staff  T own  Hall  Meetings 

A total  of  52  town  hall  meetings  were  held  and  approximately  1,400  individuals  participated  in  these 
meetings.  Of  those  25  were  in  community  settings  and  27  were  with  Department  staff.  The 
purpose  of  the  town  hall  meetings  was  to  inform  staff  and  the  community  about  the  strategic 
planning  initiative  and  to  elicit  their  input  in  formulating  any  recommendations.  Participants  in  the 
community  and  staff  town  hall  meetings  provided  a wealth  of  information  regarding  their 
perspective  on  the  Department’s  services  and  strategic  planning  initiative.  See  Appendix  A for  a 
listing  of  the  town  hall  sites  and  a summary  of  community  and  staff  comments. 

Both  the  community  and  staff  were  presented  with  a series  of  questions  to  respond  to.  The 
following  questions  were  posed  to  the  community; 

♦ How  would  you  describe  your  community’s  health? 

♦ Have  you  used  Department  services?  Were  they  helpful? 

♦ What  health  services  are  helping  meet  community  health  needs? 

♦ What  community  health  services  are  not  being  addressed  or  inadequately  addressed? 

For  the  purposes  of  the  town  hall  meetings,  we  allowed  participants  to  define  community  in  a 
manner  which  suited  them  A community  in  this  case  could  be  defined  by  geography,  ethnic 
identity,  across  the  age  spectrum,  lifestyle  choices,  etc.  Individuals  attending  the  community 
meetings  included  clients,  advocates,  providers,  the  public  and  other  interested  parties. 

Staff  were  asked  the  following  questions: 

♦ What  populations  should  the  Department  serve? 

♦ What  services  should  the  Department  provide?  At  what  level? 

♦ How  do  we  strengthen  prevention  activities? 

♦ How  can  the  Department  respond  to  funding  reductions  and  fund  needed  infrastructure? 

Community  and  staff  response  to  these  questions  were  in  three  general  categories:  (1)  those  that  can 
be  considered  general  comments  regarding  health  concerns  and  socio-economic  factors,  (2)  requests 
for  increased  access  to  certain  services  and  (3)  specific  health  issues  within  different  communities. 
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1.  General  Health  Concerns 


In  the  first  category,  general  comments  regarding  health  concerns  were  in  the  areas  of  the  value  of 
health  services,  outreach  and  collaboration,  distribution  of  services,  and  demographic  and  socio- 
economic conditions.  Specifically 

Value  Health  Services 

♦ Health  services  are  vital  to  the  community  and  to  improving  quality  of  life. 

♦ Tremendous  support  for  expanding  health  services  to  all. 

♦ Health  care  coverage  for  the  uninsured  is  needed  throughout  the  Gty. 

Outreach  and  Collaboration 

♦ The  Department  must  do  a better  job  in  educating  the  public  about  the  range  of  services  it 
provides  and  conducting  outreach. 

♦ Overriding  concern  that  Gty  departments  are  not  collaborating  together  to  improve  the  quality 
of  life  among  residents. 

Distribution  of  Services 

♦ Maldistribution  of  the  Department’s  service  sites.  There  is  the  concern  that  some 
neighborhoods  have  several  service  sites,  while  other  neighborhoods  have  no  service  sites. 
Department  services  appear  to  be  concentrated  in  certain  areas  of  the  Gty. 

Demographic  and  Socio-Economic  Conditions 

♦ Culturally  and  linguistically  competent  services  are  needed  as  San  Francisco  continues  to 
diversify  ethnically.  There  is  a lack  of  resources  within  the  Department  to  address  the  linguistic 
needs  of  clients. 

♦ Socio-economic  factors  impact  health  status  and  access  to  services. 

♦ Access  to  affordable  and  subsidized  housing  is  critical  for  low-income  residents,  seniors, 
immigrants  and  the  homeless.  For  many,  housing  is  a health  crisis. 

2.  Specific  Service  Needs 

With  respect  to  specific  services,  the  following  were  repeatedly  mentioned  in  the  community  and 
staff  meetings  irrespective  of  neighborhood,  ethnic/  racial  group,  or  Department  program  staff.  It 
was  uniformly  believed  that  that  Department  should  either  continue  providing  services  in  this  area 
or  expand  services  in  these  areas.  Neither  the  community  nor  staff  provided  recommendations  on 
reducing,  eliminating  or  prioritizing  services.  Services  that  the  public  believes  should  be  enhanced 
are  as  follows  (they  are  listed  in  alphabetical  order,  not  are  not  ranked  in  any  manner): 

♦ Children  and  Youth  Services:  Youth  and  adolescents  expressed  a range  of  unmet  health  needs 
- mental  health,  family  planning,  nutrition  and  STD  services.  There  was  a request  for  access  to 
more  on-site  school  health  resources  and  services. 

♦ Dental  Health:  Dental  services  were  seen  as  a critical  need  for  children  and  adults.  In 
particular  there  is  a lack  of  dental  services  for  low- income  adults  and  the  homeless. 
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♦ E nvironmental  Health:  More  resources  should  be  devoted  to  investigating  the  linkage 

between  the  environment  and  illness  (e.g.,  asthma, . There  was  a request  that  more  enforcement 
of  food  safety  regulations  be  done. 

♦ HIV/ AIDS:  Continued  need  to  address  HIV/ AIDS  within  the  gay  and  bisexual  community. 
There  is  also  a need  to  address  the  transgender  community  that  is  sometimes  not  included  in  the 
planning  and  development  of  HIV/AIDS  services.  There  is  the  concern  that  HIV/ AIDS 
services  for  women  are  not  being  fully  addressed. 

♦ Homeless  Services:  The  public  is  concerned  that  the  homeless  are  not  getting  access  to  the 
services  that  they  need  and  that  this  in  turn  can  have  negative  impacts  on  communities  and 
neighborhoods.  Additional  services  (such  as  housing,  substance  abuse  treatment,  mental  health 
care  and  access  to  care)  to  assist  the  homeless  are  needed. 

♦ Long-Term  Care:  Additional  services  for  seniors  are  needed  to  allow  them  to  remain  in  their 
homes.  In  addition,  enabling  services  (such  as  transportation,  support  services,  etc.)  are 
necessary  for  the  elderly  to  ensure  that  they  make  their  medical  and  clinical  appointments. 

♦ Mental  Health:  Access  to  mental  health  services  is  needed  across  the  age  spectrum  (from 
youth  to  older  adults).  There  is  a particular  need  to  address  the  mental  health  needs  of 
adolescents  and  the  homeless.  Several  members  of  the  community  felt  that  the  Department  had 
an  important  role  in  de- mystifying  mental  illness  and  ensuring  that  groups  that  traditionally  shied 
away  from  seeking  mental  health  services  were  better  informed  about  the  benefits  of  mental 
health  treatment. 

♦ Substance  Abuse:  Continue  and  expand  substance  abuse  treatment  on  demand.  Substance 
abuse  services  are  needed  for  adolescents,  the  homeless  and  other  at-risk  populations. 

3.  Neighborhood  Specific  Health  Concerns 

Given  the  populations  that  the  Department  services  and  the  location  of  our  service  sites,  certain 

neighborhoods  voiced  specific  health  issues  that  were  unique  to  their  needs.  Neighborhood  specific 

comments  included: 

♦ Bayview/ Hunters  Point:  From  the  African-American  community  in  this  area,  there  was  a 
significant  need  for  environmental  health,  asthma,  affordable  housing,  health  insurance,  services 
for  the  elderly  (e.g.,  residential  care),  primary  prevention,  mental  health,  school  nutrition  and 
women’s  health  (particularly  preventive  services  and  domestic  violence). 

♦ Chinatown:  The  Asian-Pacific/ Islander  community  in  this  area  expressed  a need  for  mental 
health  services,  cancer  support  groups,  health  insurance,  senior  and  disabled  services,  bilingual 
education  and  prevention,  programs  to  address  problem  gambling,  urgent  care  and  low-income 
housing. 

♦ South  of  Market:  In  the  South-of-Market  area,  residents  indicated  the  need  for  more  enabling, 
culturally- competent  and  linguistically  appropriate  services.  The  Filipino  community  in  this  area 
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noted  the  need  for  mental  health,  family  planning,  dental,  HIV/ AIDS,  health  insurance  and 
prevention  services. 


4.  Specific  Health  Concerns  bv  Ethnic /Racial  Identity 
The  health  concerns  and  health  status  of  San  Francisco  residents,  and  of  all  U.S.  residents,  can  vary 
substantially  across  ethnic/ racial  groups.  Although  there  have  been  tremendous  medical  and  public 
health  achievements  over  the  past  century,  there  is  still  “significant  disparities  in  the  medical 
conditions  of  racial  groups  in  this  country’  according  to  the  United  States  Surgeon  General  David 
Satcher.  As  a result,  the  Surgeon  General  has  made  the  elimination  of  racial  disparities  in  health  one 
of  the  nation’s  key  health  priorities.  This  initiative  focuses  on  eliminating  health  disparities  between 
majority  and  minority  populations  in  the  following  areas:  infant  mortality,  child  and  adult 
immunizations,  HIV/ AIDS,  cardiovascular  disease,  cancer  screening  and  management,  and  diabetes. 

Community  input  from  the  town  hall  meetings  point  not  only  to  disparities  in  health  status  across 
racial  groups,  but  also  to  differences  in  health  needs  across  these  communities.  This  reinforces  the 
need  to  develop  program  initiatives  that  take  into  account  the  ethnic,  cultural  and  linguistic  identity 
of  the  population  being  served.  Cultural  and  linguistic  competence  must  be  a hallmark  of  how  the 
Department  provides  services  to  San  Francisco  residents.  It  also  supports  the  notion  that 
specialized  programs  (or  similar  programs  with  different  foci)  may  be  required  for  different  racial 
groups  to  address  specific  health  needs  in  that  community. 

The  following  provides  a listing  of  the  specific  health  concerns  as  described  by  ethnic  communities 
including  African-American,  Asian/Pacific  Islander,  European- American,  Latino  and  Native 
American.  The  health  concerns  that  are  listed  below  are  above  and  beyond  those  noted  under  the 
Specific  Health  Needs  section  which  were  also  of  concern  to  ethnic  communities. 


♦ Cancer 

♦ Culturally  competent  care 

♦ HIV/  AIDS 

♦ Prenatal  Care 


♦ Children’s  Health 

♦ Environmental  Toxins 

♦ Lack  of  Health  Insurance 

♦ Tuberculosis 


♦ Chronic  Diseases 

♦ Gambling  and  Gangs 

♦ Linguistic  Barriers 

♦ Violence/Safety 


5.  Additional  Staff  Comments  Regarding  Health  Services 

In  addition  to  the  issues  cited  above,  Department  staff  raised  other  comments  with  respect  to: 
service  integration,  funding,  workforce,  prevention,  operations,  overall  Gty  commitment  to  health 
and  the  Department’s  conflicting  roles.  Specifically,  staff  comments  were  as  follows  (they  are  listed 
in  alphabetical  order,  not  are  not  ranked  in  any  manner): 


♦ City  Commitment  to  Health:  It  is  not  readily  apparent  to  staff  that  the  Gty  and  County  has 
an  overall  commitment  to  supporting  health  services,  generally,  and  the  Department’s  activities, 
specifically.  The  importance  of  health  services  to  the  improving  the  quality  of  life  for  San 
Franciscans  must  be  strongly  communicated.  Staff  is  interested  in  having  more  information  on 
how  the  Gty  and  County  supports  health  services. 


33 


♦ Department’s  Health  Roles:  The  Department  has  not  been  clear  in  articulating  the 

populations  that  it  provides  care  for,  particularly  in  the  medical  and  clinical  arenas.  Given  the 
resources  available,  clear  direction  is  needed  regarding  whether  the  Department  serves  solely  the 
indigent  and  uninsured  or  the  insured  also. 

♦ Funding:  The  Department  should  allocate  additional  resources  to  obtaining  federal,  state  and 
local  funds.  Private  sector  funding  from  foundations  and  corporations  should  be  pursued. 
Advocacy  efforts  should  be  strengthened  to  secure  appropriate  funding.  The  Bay  Area 
economic  boom  has  not  resulted  in  increased  funding  for  health  services. 

♦ Housing  Services:  Additional  housing  and  housing  support  services  are  need  for  clients  in  the 
community  mental  health  and  substance  abuse  service  systems.  The  majority  of  the 
Department’s  housing  services  appears  to  be  dedicated  to  persons  leaving  the  acute  care  system 

♦ Operations:  The  existence  of  hiring  freezes,  inadequate  infrastructure  (both  in  terms  of 

buildings  and  program  support  staff)  and  increased  demand  for  services  made  it  extremely 
difficult  for  many  staff  to  propose  recommendations  of  populations  the  Department  should 
service  or  services  it  should  provide.  Many  staff  commented  that  their  first  priority  would  be  to 
lift  the  hiring  freeze  that  would  enable  them  to  better  address  service  needs.  Staff  indicated  that 
the  hiring  freezes  prevented  them  from  meeting  current  service  needs  and  that,  as  a result, 
asking  how  to  meeting  future  needs  was  an  unanswerable  question. 

♦ Prevention:  Prevention  and  preventive  medicine  are  the  most  important  tools  in  combating 
illness  and  injury.  Increased  resources  must  be  devoted  to  prevention  activities  throughout  the 
Department.  The  Department  must  do  more  to  take  public  health  and  the  message  of 
prevention  into  the  community. 

♦ Service  Integration:  The  lack  of  sufficient  service  integration  is  impeding  the  ability  of  staff  to 
appropriately  respond  to  the  needs  of  the  Department’s  clients  who  have  complex  medical  and 
clinical  are  needs.  Integration  is  particularly  needed  in  the  areas  of  primary  care,  mental  health 
and  substance  abuse  services. 

♦ Workforce:  Staff  expressed  concern  over  the  shortage  of  skilled  staff,  the  difficulty  recruiting 
and  retaining  staff,  and  the  lack  of  training  opportunities  to  ensure  that  staff  is  kept  abreast  of 
changes  in  their  program  areas.  The  quality  of  care  provided  by  the  Department  is 
compromised  if  the  workforce  is  not  adequately  staffed  and  trained. 

G Department  Contractors 

The  Department  held  a specific  town  hall  meeting  solely  to  obtain  input  from  contractors.  The 
Department’s  delivery  system  is  dependent  upon  an  array  of  community- based  organizations  that 
are  willing  and  able  to  assist  the  Department  in  providing  services  to  vulnerable  populations.  As 
indicated  previously,  the  Department  contracts  with  community- based  organizations  for 
HIV/AIDS,  substance  abuse,  mental  health,  medical  and  other  services.  The  Department 
recognizes  that  its  ability  to  meet  the  service  needs  of  our  clients  would  be  severely  impacted  if 
community- based  organizations  decided  to  terminate  their  contracts  with  the  Department. 
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As  with  community  members,  staff  and  clients,  contractors  also  supported  increased  access  to 
health,  behavioral  health  and  prevention  services.  However,  in  addition  to  those  service  issues, 
contractors  voiced  a range  of  comments  that  relate  solely  to  their  relationship  with  the  Department 
as  a partner  in  providing  health  services  to  our  communities.  Contractors  asked  to  Department  to 
address  the  following  (they  are  listed  in  alphabetical  order,  not  are  not  ranked  in  any  manner): 

♦ Contracting  Process:  While  the  Department  has  made  improvement  in  the  contracting 

process,  streamlining  and  standardization  of  the  contracting  process  is  still  needed.  Contractors 
allocate  significant  resources  to  respond  to  the  Department’s  monitoring  and  payment  systems. 

♦ Funding:  Contractors  have  been  given  flat  funding  with  no  appropriate  cost-of-living 

adjustments.  Costs  have  escalated  and  this  has  not  been  fully  recognized  when  the  Department 
contracts  with  community- based  organizations.  Inadequate  funding  and  the  resulting  low 
salaries  impede  the  ability  of  non-profits  to  hire  people  of  color  for  critical  service  positions. 
There  should  be  a strong  parity  between  contractor  staff  and  civil  service  staff.  The  City  and 
County  is  undervaluing  the  assets  provided  by  non-profit  contractors. 

♦ Infrastructure:  Contractors  need  assistance  in  meeting  infrastructure  needs  such  as  facility 
improvements,  capital  investments  in  computerization,  staff  training  and  technical  assistance.  In 
particular,  increasing  rents  are  placing  tremendous  pressure  on  program  budgets.  Some 
programs  may  be  closed  if  their  rent  becomes  exorbitant. 

♦ Staff:  Recruiting  and  retaining  staff  in  non-profit  community  based  organizations  is  becoming 
more  difficult.  This  is  in  part  due  to  the  high  cost-of-living  in  San  Francisco  and  the  fact  that 
non-profit  staff  are  often  lured  away  to  take  higher  paying  jobs  in  the  private  or  government 
sector. 
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V.  FINDINGS 


This  section  of  the  report  provides  the  findings  of  the  Steering  Committee. 

The  findings  are  based  on  the  work  of  the  committees  (Steering,  Finance,  and  Populations  and 
Programs)  and  are  the  basis  of  the  recommendations  noted  in  Taking  Action:  Summary  of  Steering 
Committee  Recommendations  - Goals  Strategies  and  Objectives.  The  recommendations  were 
formed  by  examining  health  data/ trends,  reviewing  community  and  staff  input,  taking  into  account 
the  key  assumptions  and  understanding  health  needs. 

The  findings  are  organized  into  five  categories  based  on  the  strategic  planning  goals.  The  categories 
are: 

♦ The  People  We  Serve 

♦ The  Services  We  Offer 

♦ The  Delivery  System  We  Support 

♦ Operational  Advancements  We  Endorse 

♦ Financing  Health  Services 

It  is  important  to  note  that  the  findings  relate  solely  to  the  Department’s  services  and  the  strategic 
questions  posed  by  the  San  Francisco  Health  Commission.  This  strategic  planning  initiative,  while 
involving  others  outside  the  Department,  was  not  a City- wide  strategic  planning  effort  for  assessing 
health  needs  with  respect  to  health  resources  located  (e.g.,  providers,  clinics,  hospitals,  etc.)  in  the 
Gty  and  County  - private  for  profit,  non-profit  and  governmental. 
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FINDINGS:  THE  PEOPLE  WE  SERVE 


As  noted  previously,  the  Department  serves  both  residents  who  need  population- based  public  health 
services  (such  as  communicable  disease  control)  and  direct  clinical  care  (such  as  primary  care).  As 
the  population  changes  demographically,  the  Department  must  reassess  the  populations  it  serves. 

The  strategic  question  posed  in  this  component  was: 

♦ What  populations  should  be  served  by  the  Department  (both  with  respect  to  population  health 
activities  and  personal  health  care  services)? 

In  responding  to  this  question,  the  Steering  Committee  found  that  numerous  data-driven,  health 
needs  assessments  and  reports  had  been  conducted  over  the  past  few  years  in  San  Francisco.  The 
following  is  a sample  of  reports  that  were  used  to  assist  in  determining  those  populations  and  areas 
of  the  Gty  that  were  most  vulnerable  and  in  need  of  public  health  services. 

Table  5 

Partial  List  of  Reports  Used  to  Identify  Populations  to  Serve 

♦ AB  1040  Long  Term  Care  Integration  Planning 

♦ Adolescent  Health  Report  1999 

♦ African  American  Health  Initiative 

♦ Asthma  Management  Program 

♦ Building  a Healthier  San  Francisco  Community  Assessment  1999 

♦ Chinese  Community  Health  Study 

♦ Community  Health  Mini  Profile  Bayview  Hunters  Point  and  Environmental  Assessment  Project 
1997 

♦ Conceiving  a Model  for  Women’s  Wellness 

♦ Condition  Qitical-Bayview  School  and  Community  Asthma  Survey 

♦ Department  of  Public  Health  Reports 

1.  Community  Health  Network  Strategic  Planning  Assessment  1999 

2.  Coordinating  Council  for  Children,  Youth,  and  Families 

3.  Communicable  Disease  Prevention  Unit 

4.  Population  Health  and  Prevention  Fiscal  Year  2000-01  Goals 

♦ Family  and  Children  Services  Division  1999 

♦ From  Voices  to  Action 

♦ HIV  Health  Services  Planning  Council  2000 

♦ HIV  Prevention  Planning  Council  Goals  1999 

♦ Health  & Well-Being  of  San  Francisco  Unified  School  District  Students  K- 12 

♦ Homeless  Death  Review  2000 

♦ Injuries  to  Seniors 

♦ Pilipino  Flealth  Assessment  1993 

♦ Profile  of  Injury  in  San  Francisco  12/ 98 

♦ Restructuring  Health  Care  Delivery 
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♦ San  Francisco  Childcare  Planning  and  Advisory  Council  1999 

♦ San  Francisco  Children  Ages  0-5  (Department  of  Human  Services) 

♦ San  Francisco  Department  of  Public  Health  and  San  Francisco  Unified  School  District  Dental 
Screenings  1997San  Francisco  Health  Plan  Report  1999 

♦ San  Francisco  Starting  Points 

♦ Substance  Abuse  Mental  Health  Services  Administration  (Department  of  Health  and  Human 
Services)  1996 

♦ Substance  Abuse  Treatment  on  Demand  Planning  Council  2000-01  Priorities 

♦ Sustainability  Plan,  for  the  Gty  of  San  Francisco 

♦ “Woman- Centered  Health  Services” 

♦ Women’s  Health  Advisory  Committee 

Socio-economic  factors  emerged  as  a major  health  status  determinant  in  the  local  health  assessments 
reviewed  by  the  strategic  planning  committees.  The  ability  of  San  Franciscans  to  be  healthy  was 
consistendy  affected  by  poverty,  racism,  housing,  homelessness,  health  care  access,  child  abuse, 
crime,  violence  (including  domestic),  childcare  access,  substance  and  alcohol  abuse,  mental  illness, 
adverse  environmental  conditions,  and  unsafe/unregulated  work  environments.  It  is  within  this 
framework  that  the  recommendations  for  priority  populations  were  made. 

The  Steering  Committee  recognizes  the  need  to  look  at  priority  populations  from  several 
perspectives:  economic  status,  health  status,  at  risk  status/  high-risk  behaviors,  ethnic  composition, 
cultural/  linguistic-driven  needs,  age  spectrum,  and  disease  specific  needs.  The  Steering  Committee 
also  recognizes  the  need  to  provide  both  personal  health  care  and  population- based  health  services. 
Personal  health  care  services  includes  the  full  continuum  of  personal  health  care  services  within  the 
Department’s  Community  Health  Network  division,  as  well  as,  personal  health  services  within  the 
Department’s  Population  Health  and  Prevention  division  such  as  mental  health,  substance  abuse, 
housing,  TB  and  HIV/ AIDS  services  and  case  management.  Population- based  health  services 
include  prevention,  health  promotion,  educational  campaigns,  communicable  disease  control, 
emergency  medical  services,  environmental  health,  occupational  safety,  research,  disease 
surveillance,  Epidemiology  evaluation,  the  public  health  laboratory  and  other  services.  Vulnerable 
populations  should  continue  to  have  access  to  these  services. 

Recommendations  with  respect  to  populations  to  serve  are  made  in  light  of  the  fact  that  certain 
populations  have  historically  been  under-served  and  have  had  limited  access  to  routine  personal 
health  and  public  health  services.  These  individuals  do  not  have  the  ability  to  access  services  on  a 
regular  basis  from  private  providers.  In  addition,  the  indigents  (i.e.,  uninsured  persons  with  not 
source  of  funds  to  pay  for  health  services)  are  a responsibility  of  the  county  under  California  Welfare 
and  Institutions  Code  Section  17000. 

The  Department  serves  many  vulnerable  and  low-income  communities.  For  the  purposes  of  this 
Strategic  Plan,  vulnerable  populations  include: 

uninsured,  indigent,  under- uninsured,  Medi-Cal  recipients,  working  uninsured, 
impoverished,  low  income,  homeless,  children/youth,  disabled,  frail  elderly, 
incarcerated,  marginal  ethnic  and  cultural  groups  (e.g.,  African-American, 
transgender),  mentally  ill,  San  Francisco  General  Hospital  patients  who  would  be 
more  appropriately  served  at  a lower  level  of  care,  substance  abusers, 
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undocumented/ newcomers/ mono-lingual,  women,  workers  in  unsafe,  unregulated 
environments  (e.g.  sex  workers,  sweat  shops,  artists). 

In  addition  to  examining  the  community  by  population,  it  is  also  important  to  examine  San 
Francisco  neighborhoods.  The  review  of  health  status  information  indicates  that  the  Department 
should  serve  several  vulnerable  neighborhoods.  The  Steering  Committee  recognizes  that  zip  codes 
do  not  necessarily  delineate  the  borders  reflecting  health  problem  or  need.  Vulnerable 
neighborhoods  are  defined  by  those  that: 

have  high  mortality/ morbidity  rates,  high  hospitalization  rates,  low  income  (poverty, 
low  educational  levels,  high  unemployment,  high  crime/ violence/drug  use, 
newcomer  populations,  homeless,  environmental  safety  issues  (e.g.,  toxics, 
unsanitary,  dense  populations,  lack  of  open/ community  space). 

The  following  table  shows  the  number  of  clients  that  the  Department’s  Community  Health  Network 
currently  serves  in  these  target  neighborhoods: 


Table  6 

DPH- Community  Health  Network  Patients  Served  in  Priority  Neighborhoods1 


Total  Population 

CHN 

% Pop 

94102 

Tenderloin 

34,000 

8,700 

26% 

94103 

South  of  Market 

12,000 

7,500 

61% 

94110 

Mission 

70,000 

22,300 

32% 

94112 

OMI,  Excelsior 

70,000 

10,800 

16% 

94124 

Bayview 
Hunters  Pt 

19,000 

10,600 

56% 

94134 

Visitation  Valley 

38,000 

6,700 

18% 

Homeless 

12,500  (est.) 

11,000 

88% 

At  a minimum,  the  Department  should  continue  to  focus  on  those  neighborhoods  in  which  it 
current  client  populations  live.  It  should  be  noted  that  there  is  some  overlap  between  the  identified 
vulnerable  populations  and  vulnerable  neighborhoods  that  the  Department  should  focus  on.  A 
significant  percentage  of  the  City’s  low-income,  immigrant,  multiple- diagnosed  and/ or  homeless 
reside  in  these  communities.  However,  neighborhoods  do  not  necessarily  delineate  the  borders  of 
vulnerable  populations  and  as  a result,  they  should  be  used  as  a guide. 


1 DPH  CHN  Strategic  Planning  Assessment  1999.  Represents  75%  (77,600)  of  the  Community  Health  Network’s  patients 
and  are  in  the  city’s  highest  areas  of  need. 
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FINDINGS:  THE  SERVICES  WE  OFFER 


A key  component  of  this  strategic  planning  initiative  was  to  help  determine  the  services  and 
programs  needed  by  San  Franciscans  in  order  to  improve  overall  health  status.  The  health  needs 
identified  by  the  consumers,  staff  and  the  public  were  critical  in  helping  answer  the  strategic 
questions  in  this  area.  If  San  Francisco  is  to  continue  to  be  on  the  cutting  edge  in  regards  to 
providing  quality  health  services  it  must  continue  to  expand  its  responsibility  in 
improving/ preventing  the  conditions  that  contribute  to  poor  health.  While  it  is  recognized  that  the 
Department  may  not  be  responsible  for  directly  providing  services  in  all  areas,  noted  in  this  section 
is  the  recommendation  that  the  Department  be  involved  in  the  social  issues  that  impact  the  health  of 
San  Franciscans. 

The  strategic  questions  posed  in  this  component  were: 

♦ What  guidelines  should  be  used  to  develop  and  prioritize  services? 

♦ What  should  be  priority  services  for  funding? 

♦ What  services  could  be  regionalized  or  shared  with  other  communities? 

♦ What  is  the  appropriate  configuration  and  level  of  services  to  meet  community  need  (with 
respect  to  population  health  activities  and  personal  health  care  services)? 

♦ How  does  the  Department  strengthen  prevention  activities? 

♦ How  can  the  Department  better  integrate  physical  health,  mental  health,  substance  abuse  and 
social  services? 

The  Health  Commission  has  approved  a number  of  policies  relevant  to  the  strategic  planning 
process.  The  Steering  Committee  reviewed  a three-year  history  of  Health  Commission  resolutions 
(see  Appendix  B).  In  keeping  with  the  key  assumptions  of  this  strategic  planning  initiative,  the 
Steering  Committee  relied  on  existing  Health  Commission  policies  to  guide  and  shape  its 
recommendations.  In  particular,  the  Steering  Committee  noted  Health  Commission  policies  to: 

♦ develop  community- based  and  sub- acute  alternatives  to  acute  care, 

♦ expand  prevention  services,  and 

♦ focus  on  the  integration  of  services. 
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A.  Service  Mandates 

In  order  to  begin  to  answer  this  question,  the  Steering  Committee  felt  that  it  was  first  important  to 
have  a clear  understanding  about  the  range  of  health  services  that  California  counties  are  mandated 
to  provide  to  its  residents. 

As  part  of  the  strategic  planning  initiative,  an  analysis  has  been  undertaken  to  determine  the  legal 
health  mandates  for  the  City  and  County.  The  analysis  is  based  on  California  statutes  within  the 
Government,  Health  & Safety  and  Welfare  and  Institutions  Code.  This  analysis  was  critical  to 
understanding  those  activities  which  the: 

• Department  must  perform  and  cannot  delegate  to  another  entity, 

• Gty  and  County  must  perform,  but  could  be  delegated  to  any  Gty  department, 

• Gty  and  County,  via  the  Department,  must  ensure  are  provided  (and  paid  for)  but  does  not  have 
to  provide  directly  (e.g.,  services  that  could  be  contracted  to  another  entity  to  provide), 

• Gty  and  County  could  provide  on  a regional  basis  in  conjunction  with  other  neighboring 
counties. 

It  is  important  to  clarity  activities  that  the  Department  engages  in  based  on  a legal  mandate  versus 
those  that  it  undertakes  to  improve  health  status  irrespective  of  State  mandates. 

The  working  definition  of  a legal  mandate  is  the  following: 


A mandate  is  something  that  state  law  requires  the  county  to  do  and  failure  to  do  it  results  in  consequences. 
These  consequences  can  be  financial  or  legzl  and  indude  refusal  cf  the  state  to  pay  money  or  daimcuttmg  (the 
state  takingback  money)  or  a court  orderingthe  county  to provide  the  sendee 


The  analysis  indicated  that  few  Department  services  are  mandated  by  State  law.  In  addition,  a 
significant  number  of  health  services  (and  the  level  of  those  services)  are  not  mandated  direedy  to 
local  health  departments.  Counties  are  mandated  to  undertake  the  following  health  activities: 

• appoint  a county  health  officer, 

• ensure  subsistence  medical  care  to  medically  indigent  persons, 

• ensure  mental  health  services, 

• ensure  services  to  disabled  children  (specifically  California  Children’s  Services  and  Child  Health 
Disability  and  Prevention)  and 

• ensure  sanitation  and  environmental  health  services. 

Of  those,  only  certain  activities  related  to  the  county  health  officer  are  non- delegable  (Le.,  cannot  be 
contracted  out  to  another  agency  to  perform  such  as  some  communicable  disease  activities).  A 
county  does  not  have  to  assign  its  local  health  department  these  activities  and,  even  if  the  local 
health  department  was  assigned  these  activities,  it  does  not  have  to  provide  them  directly.  The  local 
health  department  could  contract  with  another  entity  to  perform  these  activities. 

The  county  health  officer  role  is  the  most  broad  and  contains  the  following  provisions: 

• must  enforce  all  state  and  local  laws  related  to  health, 

• must  advise  any  board  or  body  vested  with  management  of  county  retirement  system  on  health 
matters, 

• must  investigate  health  conditions  in  every  county  jail,  detention  facility, 

• is  local  register  of  births  and  deaths, 
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• must  prepare  a list  of  family  planning,  birth  control  clinics, 

• must  provide  pregnancy  testing  services, 

• must  make  immunizations  available, 

• must  provide  services  in  occupational  health  (i.e.,  education,  consultation  and  investigation), 

• must  have  available  a public  health  laboratory  for  necessary  surveillance  and 

• must  perform  following  duties:  (1)  prevent  spread  of  contagious,  infectious,  communicable 
disease,  (2)  enforce  epidemic,  disease  reporting  requirements  to  the  State,  (3)  enforce  all  state 
quarantine  rules,  (4)  notify  some  providers  when  exposed  to  reportable  disease. 

In  the  area  of  providing  subsistence  medical  care  to  medically  indigent  persons,  California  Welfare 
and  Institutions  Code  §17000  defines  the  County’s  obligations.  That  obligation  is  quite  limited  and 
states  that: 

• Subsistence  medical  care  must  be  provided  to  medically  indigent  adults  (those  who  are 
financially,  but  not  categorically  eligible  for  Medi-Cal). 

• Subsistence  medical  care  is  quite  narrow  and  is  defined  as  that  care  may  be  no  more  than  that 
needed:  (1)  to  prevent  loss  of  life  or  limb,  (2)  to  treat  severe  pain  and  (3)  for  emergency  services. 
The  definition  of  subsistence  care  does  not  include  primary  care,  prevention  or  other  health- 
related  services. 

It  should  also  be  noted  that  there  is  no  obligation  for  the  County  to  provide  subsistence  medical 
care  to  a person  who  does  not  meet  its  residency  requirements. 

With  respect  to  funding  mandates,  under  Proposition  13  (1978)  the  State  is  not  allowed  to  transfer 
responsibilities  to  localities  without  appropriate  funding.  The  funding  can:  (1)  fully  support  the  cost 
of  services  or  (2)  inadequately  support  the  costs  of  services,  for  example,  Prop  99/ CHIP  funding. 
However,  mandated  services  enacted  before  January  1975  can  be  unfunded,  such  as  Occupational 
Safety  and  Health  and  the  public  health  laboratory.  Finally,  some  mandated  services  are  primarily 
fee  generating  with  additional  County  General  Fund  support  such  as  Environmental  Health.  In 
1999-00,  the  Department  spent  17%  of  its  entire  budget  (or  $142.7  million)  or  62%  of  its  General 
Fund  allocation  (or  $143.4  million)  on  the  five  mandated  categories.  It  should  be  pointed  Out  that 
the  estimates  include  revenues  and  General  Fund  expenditures  for  all  services  in  the  mandated 
categories.  For  example  in  the  areas  of  indigent  care  and  mental  health,  the  figures  provide  all 
funding  absent  Medi-Cal.  The  Department  is  unable  to  separate  mandated  from  non- mandated 
services  within  a service  category  principally  because  the  State  has  not  defined  a specified  service 
level  to  meet  mandate  requirements  in  all  instances. 

At  a minimum,  the  Gtyand  County  and  Department  must  provide  mandated  services.  However,  the 
Department’s  decision  to  provide  any  service  must  be  based  on  its  mission,  vision,  historical 
context,  health  data  and/ or  service  needs.  It  is  important  to  note  that  examining  the  County’s 
mandates  does  not,  in  and  of  itself,  help  identify  the  priority  programs  that  the  Department  should 
provide.  The  Department’s  health  services  system  cannot  be  confined  solely  to  providing  mandated 
services.  This  is  principally  because  many  of  the  services  provided  by  the  Department  which  direcdy 
improve  health  status  are  not  mandated.  If  the  Department  limited  its  activities  to  just  mandated 
services,  it  would  be  unable  to  provide  a comprehensive  health  services  system  to  residents  and 
fulfill  its  mission  to  “protect  and  promote  the  health  of  all  San  Franciscans”  and  vision  to  be  make 
“San  Francisco  be  a leader  in  health.”  For  example,  the  following  services  provided  by  the 
Department  are  not  mandated  (not  an  exhaustive  listed,  used  by  way  of  example): 
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♦ dental  health  (preventive), 

♦ health  promotion  and  education, 

♦ health/ needs  assessments, 

♦ housing  services, 

♦ hospital  services 

♦ long-term  care  and  skilled  nursing  and 

♦ trauma  services. 

In  the  case  of  hospital  services,  Section  17000  of  the  California  Welfare  and  Institutions  Code 
requires  the  County  to  pay  for  medically  necessary  services  for  medically  indigent  persons,  but  the 
county  need  not  own  and  operate  its  own  hospital.  It  is  also  important  to  note  that  once  the 
Department  decides  to  provide  a non- mandated  service,  there  will  most  likely  be  a range  of 
mandates  and  regulations  that  come  into  effect  governing  the  provision  of  the  services.  For 
example,  if  the  County  chooses  to  have  an  acute  care  hospital,  then  there  are  numerous  State 
mandates  and  Joint  Accreditation  Commission  for  Health  Organizations  standards  that  must  be 
met.  Similarly  if  the  County  elects  to  accept  Proposition  99  funding  from  the  State,  then  a range  of 
mandates  and  financial  maintenance  of  effort  requirements  are  imposed  (e.g.,  primary  care  at  a 
certain  level). 
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B.  What  Guidelines  Should  be  Used  to  Develop  and  Prioritize  Services? 

The  Department  currently  does  not  have  consistent  criteria  to  measure  program  effectiveness  or  to 
objectively  gauge  health  program  priorities. 

As  a result,  it  may  sometimes  be  difficult  for  the  public  and  staff  to  understand  the  rationale  behind 
the  development  of  a new  health  program  Guidelines  can  be  a useful  tool  for  the  Department 
demonstrate  how  an  existing  or  new  program  meets  an  identified  need,  is  scientifically  sound 
practice,  is  efficient  and  cost-effective  and  meets  a mandate  (if  applicable). 

The  following  criteria  could  be  used  by  the  Department  to  make  decisions  about  a service  system’s 
effectiveness  and  its’  priority.  A service  system  should  be  able  to  meet  a majority  of  these  criteria. 
They  are  as  follows: 

♦ Meets  An  Identified  Need 

♦ Meets  the  Department’s  mission 

♦ Serves  one  or  more  of  the  target  populations  or  serves  all  residents  and  visitors 

♦ Enhances  integration 

♦ Is  culturally  and  linguistically  competent  and  provides  services  in  a sensitive  manner 

♦ Scientifically  Sound  Practice 

♦ Is  documented  as  contributing  or  is  likely  to  contribute  to  reducing  the  burden  of  mortality, 
morbidity,  disability,  or  other  disease  outcome  through  local  health  needs  assessments, 
research  or  data. 

♦ Mirrors  best  practices  nationally  and  is  evidence  based. 

♦ Has  an  evaluation  component  that  actively  uses  clients  and  client  satisfaction  measures  to 
rate  effectiveness. 

♦ Efficiency  And  Cost-Effective 

♦ Promotes  efficient  ways  of  providing  the  service. 

♦ Is  cost  effective  relative  to  alternative  services. 

♦ Brings  in  revenue  that  helps  subsidize  priority  programs. 

♦ Does  not  duplicate  programs  and  supports  collaborations  with  already  established  programs 
in  the  community,  private  sector,  and  with  other  governmental  agencies. 

♦ Meets  Manda  ted  Sta  te  And  Federal  Requirements  (if  applicable) 
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C.  What  Should  be  Priority  Services  for  Funding? 


As  is  its’  mission,  the  Department  provides  many  of  the  Gt/s  services  for  the  estimated  130,000 
uninsured,  poor,  and  under-served.  The  Department  currently  provides  a wide  array  of  services  as 
noted  in  Section  II  of  this  report. 

When  examining  priority  services,  the  Steering  Committee  reaffirmed  current  Health  Commission 
policy  on  several  programmatic  service  initiatives  in  keeping  with  the  key  assumptions  in  this 
planning  effort.  Specifically,  the  Steering  Committee  affirms  policies  to: 

♦ develop  alternatives  to  inpatient  and  acute  care  by  supporting  the  expansion  of  community- 
based  and  sub-acute  services,  care  management  and  supportive  housing  services  to  reduce 
the  use  of  emergency  services,  inpatient  hospital  care  and  hospital- based  skilled  nursing 
facilities, 

♦ strengthen  prevention  in  areas  of  asthma,  breast  and  cervical  cancer,  immunizations,  lead 
poisoning,  domestic  violence,  youth  suicide  and  a special  prevention  emphasis  on  the 
African-American  community, 

♦ expand  substance  abuse  treatment  on  demand, 

♦ create  more  mental  health  alternatives  to  hospitalization, 

♦ increased  opportunities  for  independent  living  and  supportive  housing  programs, 

♦ promote  long  term  care  options  such  as  home  health  services,  adult  day  care  and  in-home 
supportive  services  and 

♦ expand  health  care  coverage  to  the  uninsured. 

In  addition,  to  improving  patient  flow  between  inpatient  care  and  community- based  services,  the 
Steering  Committee  recommends  that  Department  patients  at  San  Francisco  General  Hospital  and 
other  inpatient  health  and  mental  health  settings  be  given  priority,  when  appropriate,  to  transfer  to 
skilled  nursing  care,  community-based  and  care  management  settings  and  supportive  housing 
services. 

Beyond  the  programmatic  initiatives  cited  above,  the  Steering  Committee  also  believes  that  priority 
services  for  funding  should  be  tied  to  the  priority  populations  identified  in  the  previous  section  and 
their  particular  service  needs.  Various  reports  and  needs  assessments  were  reviewed  which  outlined 
the  critical  health  and  disease  issues  impacting  the  priority  target  populations  identified  earlier.  While 
not  ranked  in  priority  order,  Table  7 describes  the  priority  issues,  diseases  and  programs  for  the 
target  population.  As  the  table  indicates,  asthma,  AIDS,  breast  cancer,  heart  disease,  injuries,  mental 
illness,  stroke,  substance  abuse,  and  TB  were  consistent  health  issues  cited  by  many  target 
populations.  Limited  access  to  healthcare  and  childcare,  homelessness,  poverty  and  violence  were 
consistendy  cited  as  socio-economic  determinants  to  the  target  population’s  health  problems. 

In  addition,  the  Steering  Committee  supports  continued  prioritization  of  community  based 
alternatives  to  institutional  care.  Community-based  alternatives  are  in  both  the  community  and 
institutional  settings,  and  incorporate  social,  restorative  and  rehabilitative  models.  Community 
based  services  such  as  housing  and  enabling  services  (e.g.,  transportation)  help  ensure  that  clients 
have  appropriate  access  to  care  and  improve  the  overall  effectiveness  of  services. 
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Table  7 

Priority  Socio-Economic,  Disease  and  Health  Programs  for  Priority  Populations 
(based  on  selected  data  sources) 


POPULATION' 

SOCIAL  DETERMINANTS 

HEALTH  OUTCOMES 

All  San  Franciscans 

Homelessness,  limited  health  care 
access  & child  care,  poverty,  uninsured, 
violence,  child  abuse,  limited  child  care 

Fiealth  prevention,  disease  control  am 
management,  violence,  environmental 
universal  health  care 

No  choice,  poverty,  low  income, 
indigent,  uninsured,  underinsured 
MediCal,  working  uninsured 

Homelessness,  limited  health  care 
access  & child  care,  poverty,  uninsured 

Breast  cancer,  asthma,  comprehensive 
wellness  care,1 2  mental  illness3 

Tenderloin  941024 

Flomelessness,  violence,  crime,  limited 
health  care  access  & child  care,  poverty, 
uninsured 

FFTV,  alcohol,  tobacco  and  drug  abuse 
mental  illness,  heart  disease,  stroke 5 6 

SOMA  94103 

Homelessness,  violence,  crime,  limited 
health  care  access  & child  care,  poverty, 
uninsured 

HIV,  alcohol,  tobacco  and  drug  abuse 
mental  illness,  heart  disease,  stroke6  1 

Chinatown  94108/337 

Violence,  environmental  safety,  poverty, 
uninsured 

TB,  breast  cancer 

Mission  94110 

Flomelessness,  violence,  crime,  child 
abuse,  domestic  violence,  limited  child 
care,  poverty,  uninsured 

Asthma,  alcohol,  tobacco  and  drug 
abuse,  FEV,  heart  disease,  stroke 8 

Bayview  Hunters  Point  94124 

Flomelessness,  violence,  crime, 
poverty,  uninsured  child  abuse,  limited 
health  care  access  & child  care 

FFTV,  asthma,  prostate  cancer,  breast 
cancer,  high  hospitalization  rate, 
congestive  heart  failure,  diabetes, 
stroke9 

Vis  Valley  94134 

limited  child  care  access,  crime, 
violence,  poverty,  uninsured 

asthma,  heart  disease,  FEV,  stroke,  lun 
cancer,10 

1 All  listed  populations  are  considered  priority,  listing  is  not  necessarily  in  priority  order. 

2 SF  Housing  Authority  Priorities  2000,  Profile  of  Injury  in  San  Francisco  12/98, 

3 Blue  Ribbon  Task  Force,  SF  Housing  Authority  Priorities  2000,  CHN  Strategic  Planning  1999,  SF  Childcare  Planning 
and  Advisory  Council  1999,  DPHPHP  00-01  Goals, 

4 The  Subcommittee  recognizes  that  zip  codes  don’t  necessarily  delineate  the  borders  reflecting  health  problem  or  need. 

5 HTV  Prevention  Planning  Council,  SF  Childcare  Planning  and  Advisory  Council  1999,  Homeless  Death  Review,  SF 
DPH  Mortality  and  Morbidity  Report  1998,  Profile  of  Injury  in  San  Francisco  12/98, 

6 Homeless  Death  Review,  CHN  Strategic  Planning  1999,  SF  DPH  Mortality  and  Morbidity  Report  1998  , Profile  of 
Injury  in  San  Francisco  12/ 98 

7 CHN  Strategic  Planning  1999,  SF  DPH  Mortality  and  Morbidity  Report  1998 

8 SF  Childcare  Planning  and  Advisory  Council  1999,  Homeless  Death  Review,  CHN  Strategic  Planning  1999,  SF  DPH 
Mortality  and  Morbidity  Report  1998,  SF  DHS  Family  and  Children  Services  1999,  Profile  of  Injury  in  San  Francisco 
12/98 

9 SF  Childcare  Planning  and  Advisoiy  Council  1999,  CHN  Strategic  Planning  1999,  SF  DPH  Mortality  and  Morbidity 
Report  1998,  SF  DHS  Family  and  Children  Services  1999,  Profile  of  Injury  in  San  Francisco  12/98,  Condition  Critical  - 
Bayview  School  and  Community  Asthma  Survey,  SF  Health  Plan  Asthma  Management  1999, 

10  SF  Childcare  Planning  and  Advisory  Council  1999,  CHN  Strategic  Planning  1999,  SF  DPH  Mortality  and  Morbidity 
Report  1998 
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POPULATION11 

SOCIAL  DETERMINANTS 

HEALTH  OUTCOMES 

Homeless 

Homelessness,  violence,  poverty, 
uninsured,  environmental  disease 

HIV,  alcohol,  tobacco,  drug  abuse, 
mental  health,  access  to  care,  case 
management,  communicable  disease, 
94109,  94 105 12  lack  of  housing,  acute 
upper  respiratory  infection,  drug 
dependence,  accident  on 
street/highway,  cellulitis,  alcohol  abuse, 
lumbago,  hypertension,  unarmed  fight 
or  brawl,  pain  in  limb13 

Children 

limited  child  care  access 

Asthma,  immunizations,  dental, 
childcare,  housing,  child  abuse, 
domestic  violence,  nutrition14 

Youth  (12-24  yr.) 

violence,  crime,  child  abuse,  domestic 
violence 

HIV,  STDs  alcohol,  tobacco  and  drug 
abuse,  mental  health,15 

Frail  Elderly 

Domestic  Violence,  injury, 
homelessness 

Long  term  care,16 

Families  with  Children 

Domestic  Violence,  child  abuse, 
homelessness,  limited  child  care  access 

Domestic  Violence,  child  abuse, 
homelessness,  limited  child  care  access 

Immigrants/ mono- lingual 

Domestic  Violence,  child  abuse, 
homelessness,  limited  child  care  access, 

mental  illness, , communicable  disease, 
TB17 

Incarcerated 

Homelessness,  violence,  crime,  poverty, 
uninsured 

HIV,  communicable  disease,  TB, 
alcohol,  tobacco,  drugs,  mental  illness18 

SFGH  patients 

Homelessness,  violence,  crime,  poverty, 
uninsured,  limited  healthcare 

alcohol,  tobacco  and  drug  abuse,  mental 
illness,  long  term  care,  short  term  drug 
treatment,  residential  drug  treatment,19 

Mentally  111 

Homelessness,  violence,  crime,  poverty, 
uninsured,  limited  healthcare 

alcohol,  tobacco  and  drug  abuse  20 

Substance  abusers 

Homelessness,  violence,  crime,  poverty, 
uninsured,  limited  healthcare 

alcohol,  tobacco  and  chug  abuse  21 

Multiply  diagnosed 

Homeless,  violence,  crime, 
poverty, uninsured,  limited  health  care 

Alcohol,  tobacco  and  drug  abuse, 
mental  illness 

Disabled,  chronic  disease,  immuno- 
suppressed 

Homelessness,  violence,  crime,  poverty, 
uninsured,  limited  healthcare 

Long  term  care,  communicable 
disease22 

11  All  listed  populations  are  considered  priority,  listing  is  not  necessarily  in  priority  order. 

12  Homeless  Death  Review  2000,  Treatment  on  Demand  00-01  Priorities,  DPH  PHP  FY  00-01  Goals,  HIV  Planning 
Council,  HIV  Prevention  Planning  Council,  Injury  Profile  12/98,  CHN  Strategic  Planning  1999,  SANSHA,  DHS  1996, 

13  CHN  Utilization  Report  - Top  10  Diagnoses  of  Homeless  Patients,  1999. 

14  SF  DHS  Family  and  Children  Services  1999,,  Adolescent  Health  Report  1999,  Starting  Points  Initiative  2000,  SF 
Childcare  Planning  and  Advisory  Council  1999,  Condition  Critical  Bayview  School  and  Community  Asthma  Survey, 
SFDPH  /SFUSD  Dental  Screening  1997,  Yes  We  Can  Asthma  Management  Program  8/99,  DPH  Communicable 
Disease  Program, 

15  SF  DHS  Family  and  Children  Services  1999,,  Adolescent  Health  Report  1999,  HIV  Planning  Council,  Community 
Health  Mini  Profile  BVHP,  SF  Housing  Authority  Priorities  2000, , Profile  of  Injury  in  San  Francisco  12/98,  DPH  PHP 
00-01  Goals, 

16  Injury  to  Seniors  SFDPH  6/ 99,  Profile  of  Injury  in  San  Francisco  12/ 98,  AB  1040  Long  Term  Care,  SF  Housing 
Authority  Priorities  2000 

17  CHN  Strategic  Planning  1999,  DPH  PH5  00-01  Goals, 

18  DPH  PHP  00-01  Goals,  Treatment  on  Demand  00-01  Priorities,  DPH  PHP  FY  00-01  Goals,  HTV  Planning  Council, 

19  DPH  PHP  00-01  Goals,  CHN  Strategic  Planning  1999 

20  Treatment  on  Demand  00-01 

21  Treatment  on  Demand  00-01 

22  AB  1040  SF  Long-term  Care  Plan 
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POPULATION23 

SOCIAL  DETERMINANTS 

HEALTH  OUTCOMES 

African  Americans 

Homelessness,  violence,  crime,  poverty, 
uninsured,  limited  healthcare  and  child 
care  access 

asthma,  prostrate  cancer,  breast  cance 
HIV,  alcohol,  tobacco  and  drug  abust 

Latinos 

Violence,  crime,  poverty,  uninsured, 
limited  health  care  child  care  access 

Asthma25 

MSMs,  Transgenders 

Homelessness,  violence,  crime,  poverty, 
uninsured,  limited  health  care  access 

HIV,  alcohol,  tobacco  and  drug  abuse 

Males  25-54 

Homelessness,  violence,  crime,  poverty, 
uninsured 

alcohol,  tobacco  and  drug  abuse,  men 
illness 27 

Workers  in  unsafe  environments 

Environmental  safety,  violence,  crime, 
poverty,  uninsured,  limited  health  care 
and  child  care  access 

communicable  disease,  HIV,  STDs 

23  All  listed  populations  are  considered  priority,  listing  is  not  necessarily  in  priority  order. 

24  African  American  Health  Initiative, , CHN  Strategic  Planning  1999,  Condition  Critical  Bayview  School  and 
Community  Asthma  Survey,  SF  DPH  Mortality  and  Morbidity  Report  1998,  Profile  of  Injury  in  San  Francisco  12/98,  SF 
Health  Plan  Asthma  Management  1999, 

25  Yes  We  Can  Asthma  Management  SF  Health  Plan  8/99,  DDPH  Communicable  Disease  Program, 

26  HIV  Planning  Council,  HIV  Prevention,  Treatment  on  Demand  Council  00-01  Priorities 

27  Profile  of  Injury  in  San  Francisco  12/98 
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D.  What  Services  Could  be  Regionalized  or  Shared  with  Other  Communities? 

Another  potential  way  to  improve  health  outcomes  and  decrease  costs  is  to  regionalize  some 
programs.  Recent  State  legislation  has  allowed  regionalization  for  such  programs  as: 

♦ local  public  health  administration, 

♦ perinatal  health  programs, 

♦ infant  medical  dispatch  centers, 

♦ child  health/ disability  prevention  programs, 

♦ community  drug  abuse  services, 

♦ alcohol,  drug  programs  for  teens  and 

♦ emergency  medical  services  areas. 

The  State  is  interested  in  helping  counties  regionalize  services  if  appropriate  to:  (1)  deliver  services 
to  a broader  population,  (2)  provide  services  more  efficiently  and  (3)  promote  economies  of  scale  in 
an  effort  to  be  cost-effective.  In  exploring  regionalization,  the  Department  must  clarify  the 
arrangement.  The  two  possible  arrangements  are: 

♦ the  Department  provides  the  service  and  other  neighboring  counties  contract  with  the 
Department 

♦ the  Department  contracts  with  another  county  that  provides  a regionalized  service. 

The  arrangement  will  depend  upon  the  service,  community  need,  health  resources  within  a county 
and  other  factors. 

In  general,  it  would  be  appropriate  for  the  Department  to  explore  regionalizing  services  if  they  can 
meet  the  following  criteria: 

1.  provide  public  health  services  to  a broader  population, 

2.  provide  these  services  more  efficiently,  and  promote  economies  of  scale  in  an  effort  to  be 
cost-effective, 

3.  ensure  that  services  remain  responsive  to  San  Francisco  community  needs. 
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E.  What  is  the  Appropriate  Configuration  and  Level  of  Services  to  Meet  Community  Need 
(with  respect  to  population  health  activities  and  personal  health  care  services)? 

The  Steering  Committee  had  insufficient  information  and  analytic  resources  were  available  to 
specifically  determine  the  level  and  configuration  of  programs.  Additionally,  Committee  members 
viewed  their  role  as  one  where  they  could  map  out  the  vision  and  strategic  goals  of  the  Department. 
Nonetheless,  the  reality  is  that  the  budget  impacts  the  ability  to  implement  any  plan.  While  the 
Subcommittee  recognizes  that  it  will  be  difficult  to  strengthen  or  expand  new  initiatives,  there  was 
no_consensus  support  for  cutting  services  to  fund  new  services  without  sufficient  data  to  support 
these  cuts.  Appendix  C provides  a model  which  could  be  utilized  to  make  specific  decisions  about 
program  level  and  configuration. 
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F.  How  Does  the  Department  Strengthen  Prevention  Activities? 

The  Steering  Committee  endorses  Health  Commission  policy  to  expand  prevention  and  health 
promotion  services,  particularly  to  high-risk  populations  and  targeted  neighborhoods,  including 
African-American  health  initiatives. 

Public  health  is  what  we,  as  a society,  do  collectively  to  assure  the  conditions  for  people  to  be 
healthy.  Effective  public  health  action  must  be  based  upon  accurate  knowledge  of  the  causes  and 
distribution  of  health  problems,  and  of  effective  interventions.  The  Steering  Committee  notes  that 
the  Department  currently  has  a great  deal  of  demographic,  epidemiological  and  health  status  data  to 
j assess  the  health  needs  of  San  Franciscans.  Existing  demographic,  epidemiological  and  health  data 
should  be  used  to  expand  prevention  and  health  promotion  programs,  to  develop  new  programs  and 
to  direct  the  strategic  planning  process. 

In  order  to  improve  client  health  and  reduce  costly  acute  care  services,  additional  funding  must  be 
invested  in  primary  prevention  activities  over  a sustained  period  of  time.  Unfortunately,  few  federal 
and  state  resources  exist  to  fund  primary  prevention.  Thus,  a local  strategy  that  invests  Gty  and 
County  general  funds  in  prevention  is  needed. 

1.  Prevention  Approaches 

Prevention  can  require  active  participation  (e.g.,  exercise,  diet,  knowledge  acquisition,  buckling  up  a 
seat-belt)  or  can  be  based  upon  passive  strategies  (e.g.,  car  airbags,  lead  abatement  regulations, 
alcohol  car  lock  system,  non-smoking  areas).  Prevention  can  be  characterized  as  either  primary, 
scondary  or  tertiary; 

♦ Primary  prevention.  Represents  strategic  intervention^)  early  in  the  causal  chain  of  events 
prior  to  the  injury  or  illness  and  is  designed  to  reduce  the  incidence  (number  of  new  cases): 

♦ assisting  the  individual,  family  and  community  to  become  stronger  or  more  resistant  to 
illness  (e.g.,  low  fat  diet,  exercise,  fluoridation,  school  based  health  education,  safe  driver 
training,  Project  Safe,  bright  lighting  of  street  at  night,  family  strengthening  programs)  , 

♦ decreasing  the  effect  of  the  external  factors  upon  the  individual/ family/ community  (e.g., 
immunization,  vaccination,  motorcycle  and  bicycle  helmets,  smokeless  cigarettes,  lower 
alcohol  content  of  beverage  alcohol,  pedestrian  friendly  street  crossings,  red  light  signals  and 
stop  signs,  home  fire  alarms,  alcohol  server-training,  correct  food  preparation  and  storage 
temperatures)  and 

♦ creating  a barrier  between  the  agent  and  the  individual/ family/ community  (proper  sewage 
treatment,  condoms,  safe  clean  affordable  housing,  fewer  liquor  outlets,  reduced  second- 
hand smoke  exposure,  ergonomically  correct  furniture,  eliminate  underage  targeted  media 
exposure  for  alcohol  and  cigarettes,  gun  control  legislation,  child  proof  caps,  needle 
exchange). 

♦ Secondary  prevention.  Refers  to  strategies  that  detect  the  existence  of  problems  early  in  the 
course  of  their  development  (e.g.,  case  finding,  DUI  programs,  mammogram  for  breast  cancer 
detection,  regular  physical  exam,  contact  tracings,  blood- lead  assays  for  children,  protocols  for 
domestic  violence  reporting),  and  provide  interventions  and/ or  treatment  designed  to  decrease 
any  further  development  of  the  injury  or  disease. 
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♦ Tertiary  prevention.  Designed  to  alleviate  the  effects  of  injury,  disease  and  disability.  Through 
appropriate  supportive  and  rehabilitative  services,  the  aim  is  to  minimize  morbidity  and 
maximize  the  overall  quality  of  life  (surgery,  physical  therapy,  education,  reasonable 
accommodation) . 

Although  this  primary/secondary/ tertiary  description  of  prevention  is  widely  used,  a complementary 
framework  describes  prevention  interventions  according  to  the  setting  in  which  the  intervention 
occurs:  clinical,  individual/ group,  or  environmental. 

♦ Ginical  prevention  strategies.  The  traditional  medical  model  for  preventive  services,  early 
detection,  and  treatment  relies  on  one-to-one,  provider-to-patient  interaction,  such  as  underlies 
screening,  vaccination,  diagnosis  and  early  treatment.  These  interventions  generally  occur  within 
the  traditional  health  care  delivery  system 

♦ Individual/ Group  (Behavioral)  prevention  strategies.  Behavioral  prevention  change  models 
(health  promotion)  use  a broad  array  of  strategies  that  are  directed  at  an  individual  or  group  and 
designed  to  encourage  lifestyle  changes  in  areas  such  as  exercise,  smoking  cessation,  alcohol 
consumption,  speeding  and  healthful  diets.  Accomplishment  of  these  behavioral  changes  may 
require  changing  a person's  knowledge  and  attitudes,  as  well  as  the  behaviors.  This  is  a complex 
sequential  re-education  process. 

♦ Environmental  prevention  strategies.  Environmental  strategies  (health  protection)-focus 
upon  determinants  of  health  that  are  external  to  the  individual  and  may  include  policies  such  as 
safe  water,  fluoridation,  food  preparation  and  storage  temperatures,  lead  abatement,  regulations 
on  public  smoking,  gun  control,  sale  of  alcohol  at  gas  stations,  vehicle  airbags,  safe  highway 
construction,  pedestrian  friendly  crosswalks  and  speed  limits.  These  strategies  utilize  the  social, 
political  and  environmental  factors  to  regulate  individual  behavior  and  generally  require  societal 
commitment  for  the  implementation  of  the  extensive  interventions  needed.  Once  these  changes 
are  made,  they  become  incorporated  into  the  social  norms  of  a community  requiring  litde  effort 
from  the  individual  (although  surveillance  maybe  required  to  ensure  compliance)  but  with  the 
potential  for  far  reaching  impact. 

It  should  be  noted  that  effecting  individual  behavioral  change  requires  that  individuals  make 
personal  efforts  to  take  necessary  actions.  Preventive  environmental  services,  on  the  other  hand, 
are,  for  the  most  part,  passive,  and  consequently,  more  effective  in  achieving  the  desired  outcomes. 

2.  General  Principles  of  Prevention 

As  with  medical  care,  the  benefits  and  costs  of  prevention  interventions  vary  tremendously.  The 
following  are  some  general  principles  about  the  best  prevention  approaches  as  a guide  to  prevention 
planning: 

♦ proactive,  environmentally  focused  measures  to  protect  public  health  offer  large  returns  for 
relatively  small  investments  (e.g.,  fluoridation,  milk  pasteurization,  fortifying  food  with  vitamins, 
lead  reduction  in  paint  and  gasoline,  vehicle  safety  standards,  prohibiting  alcohol  sales  at  gas 
stations,  elimination  of  free-standing  cigarette  dispensing  machines), 
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targeting  prevention  outreach  to  high-risk  groups  provides  the  most  benefit  at  lowest  cost 
(incentives  to  stay  in  school  for  high-risk  youth,  vaccination  of  children,  needle  exchange  for 
injection  drug  users,  etc), 

legislation,  regulatory  actions  and  financial  disincentives  are  generally  the  most  effective  means 
of  getting  at  the  root  causes  of  injury  and  disease  (e.g.,  limits  on  the  purchase  and  use  of 
firearms,  alcoholic  beverage  purchase,  Driving  Under  the  Influence,  vehicular  speed  limits,  seat 
belt  use,  air  quality  control,  smoking  in  public  places,  tobacco  tax), 

effective  prevention  requires  multiple  messages  at  multiple  levels  in  multiple  contexts  at  multiple 
times  (e.g.,  community  norms  regarding  tobacco)  and 
all  prevention  strategies  must  be  evaluated. 
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G.  How  Can  die  Department  Better  Integrate  Physical  Health,  Mental  Health,  Substance 
Abuse  and  Social  Services? 

Socio-economic  factors  emerged  as  a major  health  status  determinant  in  the  local  health  assessments 
reviewed  by  the  Steering  Committee.  The  ability  of  San  Franciscans  to  be  healthy  was  consistently 
affected  by  poverty,  racism,  homelessness,  child  abuse,  crime,  violence,  childcare  access,  substance 
and  alcohol  abuse,  mental  illness,  and  unsafe/unregulated  environmental  conditions.  Because 
income  level  and  educational  attainment  are  inextricably  linked  to  health  status,  focusing  on  what 
produces  health  and  causes  disease  forces  us  to  acknowledge  the  social  and  economic  determinants. 
The  Department’s  role  in  health  care  is  complex  and  diverse.  Solutions  involve  not  just  medical 
care—  a disease  model—  but  public  health,  prevention,  economic  development,  housing,  education, 
transportation,  and  a wide  variety  of  types  of  social  support  (such  as  case  management). 

One  area  where  the  Department  could  greatly  improve  services  for  its  target  population  is  by  better 
integrating  services—  across  various  disciplines  (primary  care,  housing,  mental  health,  substance 
abuse,  case  management),  between  DPH  services  and  the  community  agencies  that  we  fund,  with 
other  government  agencies  etc.  Integrated  solutions  have  the  potential  to  have  broad  impact  on 
community  life:  in  preservation  of  health,  prevention  of  disease,  and  improved  quality  of  life.  To 
move  to  an  integrated,  interdisciplinary  system  of  care  means  thinking  about  medical  care  in  the 
larger  context  of  the  many  factors  that  interact  to  affect  health  status  and  quality  of  life. 

Several  years  ago,  the  Department  developed  a Lifetime  Clinical  Record  (LCR)  information  system 
within  the  Community  Health  Network.  The  LCR  is  a major  step  toward  a computerized  patient 
record.  It  is  currently  used  within  the  Department  (except  in  Population  Health  and  Prevention 
programs)  and  contains  individual  clinical  information  on  every  client.  As  a result  of  the 
implementation  of  the  LCR,  care  coordination  is  improved  and  providers  have  access  to  additional 
and  updated  clinical  information  when  clients  seek  care.  Providers  in  clinical  settings  have  come  to 
rely  on  this  information  - treatment  decisions  have  changed  because  providers  have  information  on 
line  in  real  time  about  a patient’s  treatment  history  in  the  system  While  the  Department  has  made 
significant  progress  towards  integrating  Department  services  through  such  efforts  as  the  LCR,  the 
delivery  system  continues  to  be  somewhat  uncoordinated  both  culturally  and  operationally. 
Protocols  for  referral,  intake,  eligibility,  case  management,  information  systems,  and  program 
planning  and  priorities  continue  to  differ  within  the  Department. 

The  San  Francisco  Health  Commission  has  articulated  its  policy  supporting  integration  of  services. 
The  Steering  Committee  recommends  that  services  be  integrated  between  and  among  Department 
units  to  foster  an  integrated  approach  to  providing  services  with  other  agencies  within  the  City  and 
other  health  care  agencies  (e.g.  In  Home  Supportive  Services,  the  San  Francisco  Community  Clinic 
Consortium),  to  reduce  duplication  and  increase  access  to  care.  The  Committee  recommends  that 
integrated  services  be  provided  to  clients  and  patients  of  the  Department  of  Public  Health  and  that 
these  services  be  patient-centered.  For  example,  this  includes  the  integration  of  HIV  services  with 
substance  abuse  treatment  and  mental  health  services,  and  the  integration  of  behavioral  health 
services  with  primary  care  services.  In  addition,  the  goal  of  the  integration  of  services  will  be  to 
streamline  administrative  practices  that  will  benefit  the  Department’s  service  providers.  An  example 
of  the  integration  of  administrative  practices  is  to  coordinate  contractor  site  visits  conducted  by 
different  DPH  divisions  into  a single  visit  that  includes  financial,  programmatic  and  other  reviews. 
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The  Steering  Committee  supports  the  following  service  integration  initiatives  that  are  being 
developed  within  the  Population  Health  and  Prevention  Division.  The  initiatives  are  based  on 
integrating  housing,  behavioral  health  and  medical  services. 

♦ Supportive  Housing:  Prioritized  program  that  has  expanded  170  units  over  the  last  two  fiscal 
years,  with  an  additional  250  more  units  planned  for  this  fiscal  year. 

♦ CalWORKs  Behavioral  Health  Programs:  Partnership  with  DPH,  DHS  and  community  based 
organizations  to  develop  integrated  mental  health,  substance  abuse  and  domestic  violence 
services  for  families  whose  parents  are  engaged  in  the  welfare-to-work  program 

♦ PAES  Behavioral  Health  Programs:  Partnership  with  DPH,  DHS  and  community  based 
organizations  to  develop  integrated  mental  health,  substance  abuse  and  dental  services  for  single 
adults  engaged  in  the  welfare-to-work  program 

♦ Treatment  Access  Program  Program  providing  direct  access  to  substance  abuse  treatment  for 
clients  engaged  in  other  divisions  of  DPH  and  other  City  departments  in  accordance  with 
Gtywide  priorities  to  reduce  hospital  days  and  transition  out  of  the  criminal  justice  system 

♦ Multidisciplinary  Outreach  Clinical  Care  Teams:  Initiative  to  enhance  interventions  with 
homeless  on  the  streets,  including  redesign  of  MAP  services  from  transportation  to  street 
intervention  services,  and  integration  and  coordination  of  existing  homeless  outreach  teams. 

♦ Integrated  Substance  Abuse  Programs 

♦ 7th  Street  is  a 45-day,  2-year-old  dual  diagnosis  transitional  program  providing  residential 
services  to  those  with  both  mental  health  and  substance  abuse  disorders. 

♦ 4th  Avenue  is  a community- based,  2-year-old  McKinney-  and  Gty- funded  medically 
supported  detoxification  program 

♦ Safe  Haven  for  Men  will  be  a medically  supported  detoxification  service  delivered  in 
combination  with  homeless  drop-in  and  shelter  services. 

♦ Ozanam  is  a mental  health  and  addiction  program  that  will  also  be  a medically  supported 
detoxification  service.  The  program  is  delivered  in  combination  with  homeless  drop-in  and 
shelter  services. 

♦ Wound  Care  due  to  Injection  Drug  Use:  A cross-divisional  project  to  reduce  ER  admissions  by 
providing  community  based  and  early  intervention  services. 

♦ Methadone  Expansion:  OBOAT  Program  and  Mobile  Methadone  Van  integrating  community- 
based  methadone  programs  with  existing  DPH  programs  and  primary  care  providers. 

♦ Integrated  Policy  and  Planning 

1.  Domestic  Violence  - policy,  training  and  programs  designed  to  integrate  domestic  violence 
screening  and  intervention  services  with  the  behavioral  health  services 

2.  Harm  Reduction  - policy  designed  to  institutionalize  the  approach  of  harm  reduction  in 
Substance  Abuse,  HIV  and  STD  programs  and  other  programs  that  also  service  substance 
using  clients. 
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3.  Dual  Diagnosis  - policy,  training,  and  MOUs  for  both  mental  health  and  substance 
providers  to  create  partnerships  and  design  an  integrated  approach  to  clients  with  dual 
disorders.  For  example,  Mission  Mental  Health  provided  mental  health  training  to  addiction 
specialists  employed  by  Mission  Council  on  Alcoholism  and  Women  and  Children  Services. 

4.  Criminal  Justice  - Policy  group  representing  the  DA,  Sheriff,  Probation,  DPH,  DHS,  MQC, 
Drug  Court  working  together  to  develop  cross-departmental  initiatives  to  bridge  gaps  in 
services. 

5.  Homeless 

♦ DPH  Homeless  Coordinating  Committee:  Intradepartmental  group  developed  to 
coordinate  and  improve  services  to  the  homeless. 

♦ Homeless  Shelter  Redesign:  Local  board  and  interdepartmental  staff  planning  and 
coordination  which  will  result  in  other  enhancements  in  shelter  services. 

♦ Families  in  Single  Room  Occupancy  Hotels:  Cross-departmental  working  group  to 
develop  ways  to  improve  quality  of  life  for  families  living  in  single  room  occupancy 
hotels  and  to  identify  housing  options. 

6.  PHP  Children.  Youth  and  Family  Services  - review  of  continuum  of  services  available  for 
San  Francisco’s  families,  including  Maternal  Child  and  Adolescent  Health,  Substance  Abuse, 
Mental  Health,  STDs  and  other  sections  serving  children  and  families. 

7.  Police  Interface  - development  of  training  model  for  police  officers  that  includes  behavioral 
health  and  other  health  services. 

8.  AB2034  - strategy  to  utilize  legislative  program  dollars  for  development  of  homeless  mental 
health,  substance  abuse...  one-time  dollars? 

9.  High  Utilizers  - recommendation  of  multidisciplinary  services  within  sections  of  CHN  to 
reduce  the  need  for  hospital  days. 

Given  emerging  health  needs,  the  Steering  Committee  further  supports  future  integration  initiatives 
to  develop  a Hepatitis  C policy  and  medical  service  model  that  is  Department-wide,  a 
comprehensive  strategy  to  address  funding  reductions  in  the  federal  Ryan  White  program  that 
supports  HIV/ AIDS  services  and  a strategy  to  address  working  families  who  are  sanctioned  off  of 
the  CalWORKs  program. 
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FINDINGS:  THE  DELIVERY  SYSTEM  TO  SUPPORT 


] 


This  section  addresses  the  personal  health  care  delivery  system  that  the  Department  operates.  The 
delivery  system  provides  a comprehensive  array  of  health  care  services  starting  from  community- 
oriented  primary  care  to  trauma  services.  The  Department’s  personal  care  delivery  system, 
particularly  medical  services,  is  relied  upon  by  the  indigent,  uninsured  (working  and  non- working) 
and  homeless.  It  is  the  principal  safety  net  system  for  City  and  County  residents.  As  the  number  of 
uninsured  increase  (currently  estimated  at  135,000)  more  pressure  is  brought  to  bear  on  the 
Department. 

The  strategic  questions  posed  in  this  component  were: 

♦ Should  the  Department  focus  principally  on  serving  those  with  no  choice  of  providers  (e.g.,  the 
indigent  and  uninsured)  or  also  be  a provider  for  people  who  have  a choice  of  providers  and 
choose  the  Department?  If  so,  under  what  circumstances  and  for  what  other  populations? 

♦ What  improvements  can  be  made  to  support  contractors  in  our  delivery  system5 

♦ What  are  the  strategic  issues  facing  the  Community  Health  Network  in  2001? 
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A.  Should  the  Department  focus  principally  on  serving  those  with  no  choice  of  providers 
(e.g.,  the  indigent  and  uninsured)  or  also  be  a provider  for  people  who  have  a choice  of 
providers  and  choose  the  Department?  If  so,  under  what  circumstances  and  for  what 
other  populations? 

The  Steering  Committee  believes  that  it  is  important  to  provide  services  to  residents  who  choose  the 
Department,  even  if  they  have  other  options  for  care.  The  reasons  for  this  include: 

1 . the  Department  provides  specialized  services  that  are  not  always  covered  by  insurers  (e.g.  mental 
health,  substance  abuse)  or  are  known  as  cutting  edge  (AIDS  treatment), 

2.  an  organization  is  healthier  and  the  quality  of  provider  experience  and  expertise  is  stronger  with 
a mix  of  clients  and 

3.  revenue  is  generated  from  clients  who  are  reimbursed  to  help  subsidize  services  for  indigent  and 
uninsured  clients,  and  programs  with  no  funding  - this  holds  true  only  in  the  case  of  Medicare 
revenue. 

The  Department  recognizes  that  it  provides  a range  of  services  which  are  either  not  provided  by 
other  providers  in  the  City,  not  covered  on  health  insurance  policies  insured  and/ or  are  particular 
services  unique  to  the  Department’s  centers  of  excellence.  The  Department  is  only  provider  of 
some  services  (for  example  it  has  the  only  Level  I trauma  center  in  the  City  and  County  of  San 
Francisco).  As  a result,  both  insured  and  uninsured  individuals  must  have  access  to  these  services. 
The  Department  also  provides  a range  of  mental  health  and  substance  abuse  services  that  may  not 
be  covered  or  may  be  covered  in  a limited  scope  of  benefits.  Finally,  the  Department  provides  such 
services  as  AIDS  treatment  that  is  part  of  our  centers  of  excellence. 

Secondly,  it  is  important  to  note  that  the  quality  of  provider  experience  and  expertise  is  stronger 
with  a diverse  client  population  to  care  for.  This  helps  ensure  that  providers  have  sufficient 
expertise  and  will  add  to  improving  quality  of  care. 
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I B.  What  Improvements  Can  be  Made  to  Support  Contractors  in  our  Delivery  System? 

Department  contractors  are  an  important  part  of  the  Department’s  delivery  system  As  noted  in 
Section  II  of  this  report,  the  Department  contracts  with  over  130  agencies  to  provide  a range  of 
health  and  behavioral  health  services.  In  fiscal  year  2000-01,  an  estimated  $215  million  will  be 
provided  to  contractors  to  assist  the  Department  in  meeting  its  mission. 

Just  as  it  is  necessary  for  the  Department  to  sustain  a quality  work  force,  it  is  equally  important  for 
the  Department  to  help  sustain  non-profit  agencies  that  contract  with  us.  In  order  to  accomplish 
this,  contractors  have  asked  the  Department  to  focus  on  the  contracting  process,  funding  support, 
infrastructure  needs  and  staffing.  The  Steering  Committee  strongly  believes  that  the  Department 
should  continue  to  provide  and  strengthen  needed  technical  assistance,  staff  training  and  capital 
investments  in  its  contractors.  The  Department’s  ability  to  provide  quality,  comprehensive, 
culturaUy-proficient  services  would  be  negatively  impacted  if  its  contractors  were  to  either  leave  the 
field  or  lack  insufficient  programmatic  or  technical  support. 

i 

A critical  issue  is  funding.  In  Department’s  Population  Health  and  Prevention  Division,  the 
majority  of  patient  care  services  are  provided  through  contracts  with  non-profit  agencies.  Many  of 
the  agencies  have  a salary  structure  that  is  below  die  salaries  for  Civil  Service  and  in  the  general 
marketplace.  These  low  salaries  hinder  agencies’  ability  to  recruit  and  retain  qualified  staff.  The 
disparity  in  salaries  between  the  civil  service  salaries  and  contract  salaries  increases  annually  as  civil 
service  salaries  continue  grow  beyond  the  cost  of  living  increases  available  to  contract  agencies. 

In  addition,  some  of  the  contract  program  sites  and  facilities  lack  adequate  space,  do  not  provide  for 
required  Americans  with  Disabilities  Act  accommodations,  and  do  not  meet  current  seismic  safety 
guidelines.  Many  agencies  do  not  have  sufficient  funding  required  to  rent  or  purchase  additional 
space,  or  complete  renovations  necessary  to  bring  their  clinical  spaces  into  compliance  with  existing 
standards  for  healthcare  facilities.  These  infrastructure  requirements  cannot  be  met  with  small  cost 
of  living  increases  provided  to  contract  agencies  during  the  budget  process.  Similar  to  the  facility 
needs  of  Department- operated  sites,  long  term  strategies  and  plans  need  to  be  developed  to  fund 
these  requirements.  Funding  proposals,  once  developed,  could  be  presented  to  local,  State,  and 
Federal  funding  agencies,  as  well  as  to  private  foundations. 

The  Steering  Committee  identified  ways  to  improve  contract  development,  payment  and  monitoring 
processes.  This  involved  identifying  recent  developments  that  have  improved  the  contract  process, 
and  reviewing  options  to  further  streamline  and  facilitate  the  City's  lengthy,  bureaucratic  contract 
development  and  payment  processes.  Finally,  this  work  identified  strategies  to  streamline  and 
improve  the  contract  monitoring  process. 

The  following  summarizes  the  findings  that  were  identified  throughout  the  process: 

♦ The  Department  has  made  improvements  to  the  contract  process  by  standardizing  forms  and 
processes,  reducing  paperwork  and  streamlining  the  approval  processes.  However,  the  process 
is  still  lengthy  and  duplicative  in  some  areas. 

♦ Providers,  at  times,  must  contend  with  multiple  contracts  that  each  have  different  units  of 
service,  monitoring  requirements  and  billing  cycles.  There  may  be  increased  costs  to  the 
Department  and  to  the  providers  that  administer  multiple  contracts.  Streamlining  and 
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standardizing  contract  requirements  whenever  possible  may  result  in  lower  administrative  costs 
for  the  department  and  to  the  providers. 

The  contract  payment  system  differs  throughout  the  Department.  Payments  are  delayed  at  times 
due  to  a cumbersome  process  of  review  and  approve  invoices  and  it  takes  a long  time  to  certify  a 
contract  for  payment. 

The  ability  of  the  Department’s  contract  agencies  to  access  the  Internet  and  to  use  personal 
computers  varies  widely.  Contract  agencies  must  invest  in  computers  and  Internet  access  in 
order  to  stay  competitive  and  efficient  in  the  healthcare  environment. 

The  monitoring  process  is  decentralized,  and  at  times  multiple  visits  and  reviews  are  conducted 
of  a single  agency  by  Department  staff.  This  process  leads  to  duplication  of  effort  by  the 
Department  and  poses  an  additional  administrative  burden  on  contract  agencies. 

The  monitoring  process  measures  quantitative  objectives,  including  numerous  compliance  issues 
that  could  be  monitoring  more  efficiently  through  self-reporting  and  random  audits. 

Information  technologies  are  available  to  automate  processes  for  soliciting  services  through 
Requests  For  Proposals  (RFP’s),  contract  development,  payment,  and  monitoring.  These 
systems  are  not  fully  developed  and  utilized  by  the  Department. 
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C.  What  are  the  Strategic  Issues  Facing  the  Community  Health  Network  in  2001? 

1.  Background  1998-2000 

In  FY  1998,  the  Community  Health  Network  (CHN)  initiated  a strategic  planning  process  to  best 
position  San  Francisco’s  public  health  delivery  system  to  respond  to  patient  needs  and  changes  in 
health  care  reimbursement  and  delivery.  The  fundamental  questions  were  to:  (1)  identify  the  CHN 
target  padent  population,  (2)  to  develop  models  of  care  that  would  best  meet  the  needs  of  these 
clients,  and  (3)  define  the  resources  available  and  needed  to  implement.  The  Health  Commission 
approved  the  CHN  plan  and  its  four  main  goals  of  padent  focus,  community  partnerships, 
stabilization  and  investment  in  infrastructure  directing  the  department  to  give  an  update  each  year 
on  its  progress. 

Taking  the  ongoing  and  dynamic  changes  in  health  care,  the  CHN  strategic  planning  process  was 
designed  as  an  annual  self-evaluation  tool.  Each  Fall  the  CHN:  (1)  reviews  data  in  order  to  uncover 
whether  the  strategic  assumptions  remain  true,  (2)  assesses  progress  in  meeting  the  plans  goals  and 
objectives,  and  (3)  defines  the  work  plan  for  the  next  year. 

As  part  of  this  year’s  update  the  CHN  sought  to  analyze  its  findings  and  recommendations  as  pan  of 
the  Department’s  strategic  plan.  Most  of  the  recommendations  are  consistent  with  the  direction  the 
CHN  has  taken  during  the  past  few  years.  Appendix  D reviews  the  Commissioned  approved  CHN  goals, 
gives  an  implementation  status  report  and  maps  these  goals  with  the  overall  Department  strategic 
plan  recommendations. 

2.  Guiding  Principles 

Clinical  and  administrative  leaders  from  within  the  CHN  reconfirmed  guiding  principles  to  serve  as 
criteria  to  identify  key  strategic  issues  and  solutions.  These  include: 

♦ Single  Quality  Standard  of  Care:  The  CHN  seeks  to  provide  a single  standard  within  the  network 
as  well  as  ensuring  that  the  service  quality  meets  community  standards.1 

♦ Integrated  Delivery  System  [IDS]:  The  coordination  of  services  and  clinical  information  available 
in  an  IDS  is  essential  in  providing  quality  services  to  a safety- net  population. 

♦ Academic  Affiliation:  The  CHN  benefits  from  the  collaboration  with  UCSF  Schools  of 
Medicine,  Pharmacy  and  Nursing. 

♦ Collaboration  and  Respect:  Planning  and  problem  solving  are  enhanced  when  providers,  staff, 
patients  and  community  are  included  in  the  process. 

♦ Public  Accountability:  The  residents  of  San  Francisco  does  hold  the  Department  of  Health 
accountable  for  the  level  of  services  and  the  quality  of  care  provided. 


1 Quality  standards  are  determined  by  regulatory  agencies  governing  the  delivery  of  health  care  services.  These  include 
Joint  Commission  on  the  Accreditation  of  Health  Systems,  State  Licensure  & Accreditation  Tide  XXII,  California 
Medical  Association,  Department  of  Justice,  Health  Care  Financing  Agency,  etc. 
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3.  Strategic  Challenges  for  the  CHN 2001  - 


i.  Clxillenges  to  the  Current  Scope  of  Sendees 

Although  these  are  no  longer  new  strategic  issues,  there  are  challenges  within  the  current  system  that 
are  worth  noting  at  this  time.  Resolving  these  issues  will  give  the  CHN  and  all  of  the  Department 
the  ability  to  make  substantial  changes  in  the  use  of  health  care  resources. 

Patient  Focus  &C  Appropriate  Level  Of  Care 

♦ Resolution  is  needed  to  the  “difficult  to  place”  patient  within  the  CHN  and  the  broader  system 
of  care  community  providers.  The  first  level  begins  with  improved  placement  to  the  appropriate 
level  of  care.  Placement  at  the  appropriate  level  of  care  and  at  the  same  time  respecting  patient 
autonomy  will  require  closer  collaboration  between  the  delivery  system  sites  of  care  and 
community  based  organizations. 

♦ Integration  of  Mental  Health,  Substance  Abuse  Treatment  and  the  CHN  delivery  system  must 
be  advanced.  Collaboration  and  communication  have  greatly  improved  since  1996  but  essential 
ownership  of  the  patient  is  still  split  between  two  systems  of  care. 

Management  Flexibility 

♦ Reduction  in  funding  is  accompanied  by  a reduction  in  services.  The  service  reduction  begins  in 
the  area  of  support  services  such  as  housekeeping.  The  squeeze  on  recruitment  and  retention 
increases  in  the  number  of  critical  vacant  positions.  General  staff  morale  deteriorates  and  the 
patients  comment  on  their  experience. 

♦ All  San  Francisco  health  providers  including  the  CHN  have  been  affected  by  the  changes  in  the 
market  or  by  reductions  in  health  care  financing.  The  CHN  draws  from  the  same  labor  pool 
and  in  most  cases  can  pay  a competitive  salary.  However,  there  are  no  recruitment  strategies  and 
hiring  becomes  an  extremely  long  and  complex  process.  Failure  to  recruiting  and  retain 
positions  that  are  highly  competitive  such  as  emergency  nurses  or  anesthesiologists  will  lead  to 
service  reductions. 

a Target  Patient  Populations 

The  driving  force  in  the  mid-90’s  was  the  marketplace.  Provider  groups,  hospitals,  and  payers 
attempted  to  find  their  best  niche  to  optimize  their  mission  and  their  revenue.  In  San  Francisco, 
there  were  hospital  mergers,  closure  of  acute  and  skilled  nursing  beds,  the  rise  and  decline  of 
capitation  as  the  panacea  to  managing  costs  and  the  improvement  in  planning  health  care  based  on 
population  needs  vs.  potential  reimbursement.  For  CHN,  our  role  in  the  marketplace  and  the 
question  of  a priority  patient  population2  for  the  CHN  is  a delicate  balance  of  serving  the  traditional 
safety- net  population  while  also  serving  a broader  city  population.  Challenges  focus  on: 

♦ Providing  a Single  High  Quality  Standard  of  Care:  The  strongest  principle  guiding  the  CHN  is  a 
“single  standard  cf  quality  card’.  Many  of  CFESPs  providers  have  made  a personal  and  symbolic 
choice  in  selecting  the  CHN  for  their  personal  medical  care  as  a commitment  to  actualizing  this 
principle. 


2 Patient  population  for  this  report  includes  patients,  residents,  and  clients  receiving  care  and  treatment  within  a CHN 
site  [example  a resident  of  Laguna  Honda  Hospital]  or  by  a CHN  provider  [example  a mental  health  client  followed  in  a 
case  management  program] 
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♦ Maintaining  an  Integrated  Delivery  System:  An  integrated  delivery  system  of  care  for  100,000 
active  patients  would  draw  on  20%  of  the  San  Francisco  population  or  150,000  - 160,000 
residents.  A system  of  care  for  only  the  indigent  is  not  financially  sustainable.  If  San  Francisco 
has  60,000  medically  indigent3  residents  with  no  other  categorical  links,  that  population  would  be 
too  small  to  sustain  a full  range  of  dedicated  services. 

A population  approach  to  looking  at  the  CHN  safety- net  target  patient  population  would  include: 

♦ Medi-Cal:  40,000  - 50,000  individuals  assumes  40-50%  of  the  Medi-Cal  population  will  rely  on 
safety-net  providers 

♦ Homeless:  12,000  individuals  all  of  whom  would  rely  on  the  safety- net 

♦ Uninsured:  78,000  individuals  assumes  50%  relying  on  the  safety- net 

♦ Medicare:  12,000  Medicare  individuals  assumes  10%  of  the  Medicare  population 


3 Individuals  at  or  below  200%  of  federal  poverty  and  not  eligible  for  categorical  funding  or  medical  coverage.  It  is  for 
this  population  that  care  is  specifically  mandated  in  Welfare  & Institutions  Code  Section  17000. 
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CHN  DIVERSITY  OF  PATIENTS 
FY  1999-2000:  n=l  15,732 


CHN  SERVICE  UTILIZATION 

FY  1999-2000  n=l  15,732 


SFGH  or  LHH 
Inpatient  Only3% 


ED/PsyERand  J5% 
Urgent  Care  Only 


Multi-services 
26%  Users  - no 

Primary  Care 


56% 

Primary  Care  Users 


Currently  the  CHN  provides  care  to  patients  beyond  the  medically  indigent.  It  has  developed 
expertise,  funded  a constellation  of  support  services  and  built  strong  linkages  with  key  patient 
population  groups.  Whether  the  population  is  targeted  by  demographics,  financial  status  or  clinical 
need  the  CHN  is  important  provider  for  certain  communities. 
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♦ Demographic  Predictors:  CHN  is  the  dominant  provider  for  residents  of  the  Southeast  quadrant  of 
the  Gty,  and  citywide  for  Latinos  and  African  Americans.  We  expect  to  be  the  provider  of 
choice  for  the  Southeast  community.  90%  of  the  115,000  patients  seen  in  ‘99-‘2000  were 
residents  of  the  Gty.  The  total  patients  seen  in  ‘99-2000  was  6000  less  than  ‘98- *99  and  the 
lowest  in  the  last  5 years.  One  potential  reason  for  this  decrease  could  be  the  CHlSPs  inability  to 
respond  to  demand  as  evidenced  by  longer  waiting  times  for  appointments  or  beds,  and 
increased  diversion.  Or  it  could  mean  in  increase  in  services  available  in  the  private  sector. 

♦ Fimncial  Status:  Majority  of  patients  who  access  ambulatory  care  enter  the  system  without 
insurance  coverage  (in  primary  care,  specialty  services  or  emergency  care).  Most  of  the  patients 
who  are  hospitalized  for  acute  or  skilled  nursing  care  or  are  treated  in  home  care  are  covered  by 
Medi-Cal.  In  the  last  five  years  there  was  a growing  number  of  uninsured  and  homeless  patients. 
In  ‘99-2000  that  changed  - we  saw  approximately  12,000  fewer  uninsured  patients.  It  was  the 
area  of  the  greatest  decline  in  CHN  utilization.  It  is  too  soon  to  predict  whether  the  growth  in 
the  homeless  and  uninsured  has  slowed.  This  does  match  with  anecdotal  comments  from  other 
safety-net  providers. 

♦ Elderly.  Only  8%  of  the  CHN  patient  population  is  elderly.  They  use  12%  of  acute  patient  days 
and  clinic  visits.  Lack  of  Insurance  coverage  is  not  a barrier  for  most  people  over  65.  The 
elderly  patients  needing  long  term  care  make  up  one  niche  for  the  CHN  elderly  patients. 
However,  ambulatory  elderly  patients  needing  specialty  referrals  find  the  physical  and  safety 
barriers  at  SFGH  a deterrent  to  seeking  care.  Despite  several  well-developed  plans  to  broaden 
services  to  the  elderly,  the  CHN  was  unsuccessful  in  funding  these  initiatives.  The  exception  has 
been  Health  at  Home,  which  has  managed  to  provide  cost-effective  home  care  to  the  elderly. 
Without  resources  and  a developed  program  for  geriatrics  we  do  not  expect  the  elderly 
population  in  the  CHN  to  grow  beyond  the  8%.  The  opening  of  the  new  Laguna  Honda 
Hospital  in  2007  will  be  an  opportunity  to  expand  ambulatory  care  access. 

♦ Ooildrerv  20%  of  the  CHN  patients  are  children  or  youth  and  they  made  up  10%  of  the  clinic 
visits.  Children  seen  in  primary  care  clinics  often  come  only  for  immunization,  which  may 
explain  the  overall  low  utilization  for  children.  The  children  are  covered  by  Medi-Cal  (capitation 
or  fee-for-service)  and  other  government  funded  programs  such  as  CHDP  or  Healthy  Families. 
Gtywide  the  birth  rate  is  declining  and  fewer  hospitals  offer  OB  services.  At  this  time  we  do 
not  expect  the  population  of  newborns  or  children  needing  acute  care  to  grow.  The  number  of 
children  treated  in  the  CHN  has  risen  since  the  low  of  ’96- ’97  when  patients  enrolled  in 
managed  care. 

♦ Homeless:  11,500  patients  or  10%  of  the  CHN  patient  population  “lacked  a fixed,  regular  or 
adequate  nightime  residence”  This  is  200-300  fewer  individuals  than  last  year.  The  homeless  are 
more  likely  to  use  intensive  services  - 24%  of  the  acute  care  days  and  emergency  visits  are 
individuals  who  at  one  time  in  the  year  were  homeless.  Whereas  in  ambulatory  care  they  make 
up  only  7%  of  the  visits.  The  CHN  is  the  dominant  provider  for  this  population. 
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| Strategic  Issue: 

Assuming  the  Gty  will  maintain  an  integrated  delivery  system  we  can  predict  a patient  population  of 
at  least  100,000  half  of  whom  will  be  indigent  or  uninsured  and  expected  to  be  funded  through 
county  subsidy.  Reimbursement  for  the  services  provided  to  the  insured  50%  might  or  may  not 
cover  costs.  The  options  then  include: 

♦ cost  reducuon  leading  to  service  reduction  or 

♦ advocacy  for  increased  subsidy. 

in  Future  Needs  and  A ssumptions  for  the  Integrated  Dditery  System 

The  models  of  care  for  the  delivery  system  are  developed  first  based  on  patient  need  and  secondly 
the  optimum  way  of  organizing  and  allocating  resources  to  meet  that  need.  Our  planning  must  next 
evolve  to  include  other  safety- net  providers  and  safety- net  services.  CHN  was  originally  designed,  as 
an  integrated  system  composed  of  services  needed  to  provide  the  full  continuum  of  care.  Although 
administratively  organized  by  sites,  the  best  way  to  describe  the  CHN  is  by  this  continuum. 

The  chart  below  describes  how  patients  use  services  within  the  CHN.  Most  patients  use  more  than 
one  component  of  the  CHN.  Less  than  3%  of  the  patients  only  use  institutional  care.  The 
importance  of  this  is  described  in  the  guiding  principles. 


Community  Health  Network  San  Francisco  (SFGH,  LHH  and  CPC) 
Fiscal  Year  1999-2000  (exclude  CMOSH) 


Primary  Care  is  the  heart  of  the  CHN  delivery  system  Clinics  are  located  in  community  based 
settings  as  well  as  at  SFGHMG  The  organizing  principle  is  a “community  oriented  primary  care” 
model,  the  synthesis  of  primary  care,  community  medicine  and  public  health.  50%  of  the  patients 
who  sought  care  within  the  CHN  came  into  the  primary  care  system  Of  these  at  least  60%  also  use 
other  services  within  the  integrated  network.  As  a single  network,  patients  can  move  to  specialty, 
diagnostic,  emergency  or  acute  care  all  in  one  system  with  electronic  access  to  shared  clinical  and 
financial  information. 

An  intensive  internal  assessment  was  done  in  primary  care  as  part  of  the  strategic  planning  process 
(see  Appendix  E).  They  identified  the  “vulnerable”  population  as  the  focus  of  community  need  and 
the  DPH  mission.  And  since  primary  care  is  or  should  be  the  entry  into  the  continuum  of  care  the 
“vulnerable”  patients  can  be  assumed  to  be  one  of  the  several  core  patient  populations  for  all  the 
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CHN.  The  need  for  coordination  or  integration  of  services  with  the  behavioral  model  became 
critical  as  the  group  analyzed  their  strengths  and  weaknesses  and  determined  how  they  could  best 
serve  the  vulnerable  patients.  The  full  report  can  be  found  in  the  appendix.  The  key 
recommendations  include: 

♦ Continue  to  serve  vulnerable  patients  and  prioritize  high  risk,  complex  patients  for  services, 
including  new  patient  appointments. 

♦ Prioritize  for  Primaiy  Care  services  patients  who  receive  care  in  other  DPH  clinical 
programs,  such  as  SFGH,  Forensics,  Mental  Health,  and  Substance  Abuse  programs. 

♦ Ensure  that  DPH  Primary  Care  patients  are  prioritized  for  DPH  and  DPH- funded  services, 
particularly  mental  health,  substance  abuse,  case  management,  and  supportive  social  services. 

♦ Target  DPH  outreach  services  to  high-risk  complex  patients  and  refer  them  for  primary  care. 

♦ Create  a Service  Integration  Taskforce  to  guide  integration  planning  and  implementation. 

♦ Initiate  intra-city  regional  planning  efforts  in  which  DPH  Primary  Care  clinics  join  with  local 
agencies  to  better  integrate  services,  including  co-location  of  primary  care  with  mental  health 
and  substance  abuse  services. 

♦ Strengthen  case  management  services  by  coordinating  assignment  of  case  managers  by  DPH 
programs  and  DPH-funded  Community-Based  Organizations  [CBOs];  targeting  case 
management  resources  to  high  risk,  complex  patients;  and  strengthening  social  work 
resources. 


Strategic  Issues: 

1.  Implementation  of  the  behavioral/ medical  models  - determine  what  capacity  in  the  system  to 
offer  primaiy  care  services  to  other  patients.  If  the  clinic’s  program  and  funding  priorities  are 
the  “vulnerable  population”  is  there  another  model  that  can  build  on  this  and  still  offer  services 
to  a broader  patient  population?  Is  there  a role  for  a faculty  practice? 

2.  Facility  upgrades  and  expected  funding  changes  are  strong  incentives  for  all  safety- net  primary 
providers  to  come  together  to  rationally  design  and  share  sites,  services  and  target  populations  to 
maximize  resources  for  safety-net  providers.  Implementation  of  a citywide  safety-net  plan  is 
needed. 


Long  Term  Care  has  been  recently  reaffirmed  as  a high  priority  by  the  voters  of  San  Francisco. 
The  importance  of  the  array  of  coordinated  services  needed  to  maintain  a system  of  care  was 
brought  to  the  table  in  the  public  discussions  accompanying  the  passage  of  the  bond  measure  to 
rebuild  Laguna  Honda  Hospital  and  the  educational  sessions  on  Gt/s  Long  Term  Care  Task  Force. 
The  CHN  provides  long  term  care  at  Laguna  Honda  Hospital,  San  Francisco  General  Hospital  and 
the  Mental  Health  Rehabilitation  Facility  and  provides  support  for  patients  to  remain  at  home  with 
the  nursing  services  from  Health  at  Home.  The  overall  strategic  direction  for  Laguna  Honda 
Hospital  has  been  established  and  implementation  begins  with  the  clinical  programming  now  in 
process. 
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Strategic  Issues: 

1 . Discharge  planning  and  community  placement  are  current  strategic  challenges  for  LHH  and 
MHRF  in  carrying  out  the  “appropriate  level  of  care”  initiatives. 

2.  Integrating  community  based  physical  and  mental  health  services,  as  part  of  the  model  of  care  is 
another  short-term  challenge. 

3.  San  Franciscans  are  committed  to  addressing  the  long-term  care  needs.  Implementing  the 
Delivery  System  recommendations  of  the  Long  Term  Care  Task  Force  should  be  a priority  for 
LHH  and  all  components  of  the  CHN. 


Home  Care  follows  the  patient  after  hospitalization.  Health  at  Home,  the  CHN  home  care  agency 
is  linked  to  the  acute  care  hospital,  and  the  primary  and  specialty  services  helping  to  maintain  the 
patient  at  the  highest  level  of  autonomy. 


Strategic  Issue: 

Health  at  Home  should  be  encouraged  to  expand  self-funded  services  to  maintain  patients  at  home 
at  the  most  appropriate  level  of  care  and  the  greatest  support  to  individual  autonomy. 


Jail  Health  Services  meets  another  City  mandate  to  provide  care  for  the  Gt/s  incarcerated 
population.  The  Gty  has  chosen  to  provide  this  service  directly  through  its  delivery  system,  which  is 
a way  of  improving  the  coordination  of  care  and  treatment  for  this  population.  The  50,000 
individuals  who  enter  the  Gtys  forensic  system  receive  basic  health  screening  and  primary  care  on 
site.  Jail  Health  Services  includes  24  hour  a day,  7-day  week  coverage  within  each  of  the  jails. 
Specialty,  emergency  and  acute  care  services  are  provided  at  San  Francisco  General  Hospital.  Many 
of  the  individuals  will  continue  their  medical  care  within  a CHN  program  in  primary  care  or  at 
SFGH  Discharge  planning  and  expedited  referrals  to  CHN  primary  care  providers 


Strategic  Issues: 

1.  There  is  no  question  that  san  Francisco  Jail  Health  Services  is  equal  to  or  superior  to  the  quality 
of  jail  health  services  nationwide.  Although  we  are  significantly  better  than  most  in  this  area,  our 
staffing  and  pharmacy  budget  are  not  sufficient  to  provide  the  same  level  of  care  as  we  do  in  our 
other  facilities.  This  raises  the  strategic  question  of  whether  the  Gty  and  County’s  policy 
questions  are: 

♦ the  same  level  of  care  for  “ALL”’  or 

♦ Provide  services  within  a capped  budget  allocation. 

In  the  first  option  the  Department  would  beed  to  make  cuts  to  non-inmates  to  address  funding. 

2.  Our  assumptions  about  social  justice  are  challenged  when  we  look  at  the  clinical  and  social  needs 
of  the  prison  population.  Mental  health  and  substance  abuse  are  epidemic  in  this  population. 

We  support  treating  inmates  as  members  of  the  community  and  the  community  need  here  is 
intense. 
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Specialty,  emergency  and  acute  and  skilled  nursing  care  are  provided  at  San  Francisco  General 
I Hospital  Medical  Center  in  affiliation  with  UCSF  faculty.  The  Mental  Health  Rehabilitation  Facility 

iis  part  of  the  SFGHMC  campus  and  on  same. 

If  primary  care  is  the  heart  of  the  system,  SFGH  is  the  back/bone  of  the  system  - the  whole 
. delivery  system  connects  to  its  services.  Financing  and  capital  decisions  of  the  next  two  years  will 
chart  the  future  direction  of  SFGH  and  the  services  it  provides.  The  following  chart  identifies  the 
clinical,  diagnostic  and  support  services  SFGH  provides  to  all  programs  within  the  CHN,  DPH- 
wide,  to  community  affiliated  partners  as  well  as  citywide  services.  Assessment  of  SFGH  must 
include  meeting  these  services  as  well  as  the  future  need  for  acute  care  beds. 


Table  8 

San  Francisco  General  Hospital  Medical  Center  Supports 
Services  Throughout  the  Department’s  System  of  Care 


SFGH  Services 

CHN- WIDE 

DPH-WLDE 

Community 

Partners 

City- wide 

SPECIALTY  SERVICES 

Medical  Specialty  consults, 
referrals,  treatment,  etc. 

X 

X 

X 

Surgical  Specialty  consults, 
referrals,  treatment,  etc 

X 

X 

X 

Trauma 

OB/GYN-  high  risk 
pregnancy,  abortions, 

X 

X 

X 

Pediatrics  - pedi  emergency, 
pedi  specialties 

X 

X 

X 

Psychiatry  - acute,  emergency 
and  psychosocial  medicine  and 
substance  abuse  treatment 

X 

X 

Psych- 

emergency 

Emergency  Services 

X 

X 

X 

DIAGNOSTIC  SERVICES 

Clinical  Laboratories 

X 

X 

X 

Radiology/Nuclear  Med 

X 

X 

X 

Anatomic  Pathology 

X 

Gastro-  enterology 

X 

X 

SUPPORT  SERVICES 

Materials  Management 

X 

X 

Facilities  Management 

X4 

X 

PUBLIC  HEALTH 
RELATED  RESEARCH 

AIDS 

X 

X 

X 

TB 

X 

X 

X 

Violence  Prevention 

X 

Injury  Prevention 

X 

X 

Primary  Care 

X 

X 

The  strategic  issues  related  to  San  Francisco  General  Hospital  Medical  Center  because  of  funding, 
staffing  and  regulatory  mandates  are  extensive  and  will  be  addressed  in  section  5 below. 

4 Except  Laguna  Honda  Hospital 
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4.  University  of  California  at  San  Francisco  and  the  Academic  Collaboration 
Within  the  CHN 


The  collaboration  with  University  of  California  at  San  Francisco  (UCSF)  has  supported  the 
Department  of  Public  Health  in  carrying  out  its  mission  and  ensured  a broad  scope  of  specialty 
services  that  most  likely  could  not  be  available  to  our  patient  population  without  this  partnership  or 
without  increased  costs.  This  includes  sub-specialty  areas  such  as  neuro-surgery  along  with 
complimentary  public  health  related  services  such  as  infectious  disease.  The  academic  affiliation 
ensures  quality  of  care  and  ensures  SFGPFs  ability  to  meet  regulatory  standards. 

UCSF  participated  in  identifying  the  CHN’s  current  strategic  issues.  It  also  raises  the  following 
concerns: 

♦ Existing  centers  of  excellence  within  the  CHN  should  be  recognized  and  supported. 

♦ The  critical  mass  of  patients,  financial  sponsorship  and  the  full  range  of  clinical  services  are 
requirements  for  the  University’s  presence.  The  University  brings  resources  to  the  CHN  in  the 
form  of  faculty,  trainee  providers  and  services  sponsored  by  research  grants.  The  loss  of 
infrastructure  support  translates  to  a loss  of  academic  support.  For  example,  long  waiting  times 
in  radiology  prevented  SFGH  radiology  from  providing  procedures  for  research  protocols.  The 
inability  to  respond  makes  the  protocol  cumbersome  but  the  clinical  department  lost  the 
resources  related  to  performing  the  studies. 

♦ The  seismic  issues  for  the  University  at  SFGH  begins  in  2001.  After  that  date  5-year  research 
grants  will  not  be  approved  because  it  falls  within  the  deadline  requiring  seismic  upgrades. 

♦ The  University  and  Gty  have  a long  and  mutually  beneficial  relationship.  We  strive  to  work  in 
partnership. 

5.  San  Francisco  General  Hospital  Medical  Center  Strategic  Issues 

In  the  next  one  to  three  years  the  residents  of  San  Francisco  will  see  changes  in  the  health  care 
system  based  on  the  hospital  plans  currently  being  assembled.  All  the  Gty  hospitals  will  put  forward 
their  master  plans  anticipating  their  respective  roles  in  serving  the  San  Francisco  patients.  Decisions 
about  the  number  of  acute  care  beds  and  the  kind  of  services  offered  will  be  included  in  those  plans. 
SFGH  must  also  make  assumptions  about  its  role  as  the  safety- net  provider,  the  Gt/s  trauma  center 
and  how  it  continues  to  serve  as  a “community  hospital”  open  to  all  patients.  Rebuilding  could  be 
the  impetus  to  redesign  services  to  avoid  duplication  and  to  maximize  resources.  Further  mergers  or 
partnerships  could  develop  based  on  the  seismic  safety  mandates. 

Although  the  SB  1953  requirement  looks  to  2030  for  the  final  culmination  of  its  mandate  there  are 
program  decisions,  funding  and  completed  facility  upgrades  that  must  be  made  long  in  advance. 
The  2008  upgrade  deadline  assumes  an  approved  plan,  secured  funding  for  both  capital  work  as  well 
as  operational  losses  and  the  existence  of  surge  space  so  that  units  can  be  closed  while  work  is 
carried  out. 
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Strategic  Issues: 

1.  Gtywide  planning  for  acute  care  hospitals  for  San  Francisco  - 

♦ A re-  assessment  is  needed  of  the  current  bed  configuration  for  acute  and  skilled  nursing 
beds. 

♦ A Population- based  assessment  of  projected  acute  care  need  for  all  of  San  Francisco  and  the 
Bay  Area  is  needed  to  rationally  set  assumptions  for  each  acute  care  hospital. 

♦ A waiver  from  The  Federal  Trade  Commission  is  needed  to  allow  communities  to  work 
together  in  designing  the  optimum  configuration  of  acute  care. 

2.  SFGH  must  have  completed  its  program  decisions  about  the  services  to  be  offered,  secured 
funding  and  addressed  surge  space  before  2007. 


Appropriate  Level  of  Funding:  A second  strong  driver  in  programming  the  level  of  services  for 
SFGH  is  the  ability  to  financially  support  the  necessary  level  of  care  in  staffing,  equipment  and 
maintenance.  Staffing  standards  and  benchmarks  help  highlight  areas  where  change  could  be 
targeted.  The  Finance  Sub-committee  has  recommended  benchmarks  for  the  next  year.  Flexibility 
in  reducing  costs  could  actually  save  money. 

Revenue  and  subsidy  are  the  ways  of  meeting  the  expense  budget.  The  potential  for  revenue 
increases  is  difficult  to  predict. 

Appropriate  Staffing  Levels . Once  funding  is  secured  the  recruitment  and  retention  of  key  clinical 
providers  remains  critical  to  providing  a set  of  services.  For  example,  SFGHs  ability  to  maintain 
the  Level  I Trauma  standards  requires  surgeons,  anesthologists  and  nurses.  Recruitment  is  currently 
at  a critical  level. 

Level  I Trauma  Center  Requirements  - Any  decision  about  SFGH  maintaining  its  trauma  role  in  the 
city  and  region  assumes  these  programs  and  infrastructure. 

♦ Components:  Trauma  program,  trauma  service,  trauma  team,  coordinator,  medical  director, 
registry,  performance  improvement  program,  surgical  residency  program,  injury  prevention 
research , and  psychological  support  services. 

♦ 24  hour  In-House  Coverage:  attending  trauma  surgeons,  emergency  department  equipped 
for  resuscitation  of  patients  of  all  ages  and  staffed  specially  trained  in  trauma,  anesthesia, 
operating  rooms,  post  anesthesia  recovery,  intensive  care,  radiological  services,  respiratory 
service,  clinical  laboratory,  comprehensive  blood  bank,  and  bum  care  and  acute  hemo- 
dialysis. 

♦ Gn-call  and  Promptly  Available:  Neurosurgery,  Orthopedics,  Thoracic,  Plastics,  Oral/ 

Maxillofacial,  Ophthalmic  Surgery,  Pediatrics,  OB/GYN,  Internal  Medicine,  Critical  Care 
Medicine. 

Hospital  Options:  Developing  scenarios  for  the  masterplan  brings  forth  the  question  of  the  “kind 
of  hospital”  the  City  and  the  safety  net  need.  The  following  assumptions  also  act  as  criteria  in 
reviewing  options: 
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♦ The  Gty  & County  will  continue  to  need  a Level  1 Trauma  Center.  San  Francisco  will 
maintain  and  support  a trauma  center.  This  requires  a service  volume  necessary  to  maintain 
quality  standards  and  to  maximize  revenue. 

♦ The  Community  Health  Network  programs,  DPH  services  and  other  safety-net  providers 
need  a referral  center  for  specialty,  diagnostic  and  acute  care  that  is  part  of  the  same  prouder 
network,  sharing  clinical  and  financial  information  and  working  under  common  clinical 
guidelines 

♦ Maintaining  an  academe  affiliation  is  a way  of  ensuring  quality  and  giving  voice  to  the  research 
and  policy  issues  related  to  safety- net  providers. 

♦ The  City’s  indigent  population  alone  would  not  support  a general  acute  care  hospital. 

♦ The  Mental  Health  Rehabilitation  Facility  [MHRF]  will  continue  its  mandate  to  provide 
rehabilitatne  seruees  to  the  Gty  and  County  of  San  Francisco,  The  MHRF  will  therefore 
continue  to  rely  on  SFGHMC  for  infrastructure  support  and  clinical  back-up. 

The  options  available  to  the  Gty  and  County  regarding  SFGHMC  are: 

1.  County  assumes  responsibility  only  for  indigent  care  and  purchases  care  for  the  uninsured  in 
the  private  sector 

2.  County  proposes  an  acute  care  hospital  for  the  uninsured  and  jail  population 

3.  County  proposes  an  acute  care  hospital  for  the  uninsured  and  trauma  patients 

4.  SFGHMC  remains  as  currently  configured 

5.  SFGHMC  design  what’s  needed  to  build/  maintain  a vital  public  academic  medical  center 

6.  With  SB  1953  as  leverage,  the  Gty  providers  could  do  a joint  assessment  of  need,  and 
potential  for  program  specialization: 

♦ SFGH/LHH 

♦ SFGH/UCSF 

♦ SFGH/St.  Luke’s 

♦ Other  Options 

Maintaining  a Public  Health  Role:  The  Department  of  Health’s  delivery  system  has  a long 
history  of  providing  services  linked  to  the  Department’s  responsibility  for  ensuring  health  and  safety 
of  the  Gty.  Trauma/ emergency  response  and  infectious  disease  treatment  and  prevention  are  two 
areas  where  the  close  collaboration  of  expertise  with  rapid  response  is  needed  to  save  lives  and  to 
protect  the  whole  community.  These  are  public  health  services  that  by  definition  require  a target 
population  that  is  citywide  to  include  residents  and  visitors.  In  fact  in  both  these  areas  a regional 
approach  is  efficacious  since  epidemics  and  disasters  do  not  honor  political  boundaries. 

Acute  psychiatry  and  psychiatric  emergency  also  serve  as  a citywide  resource. 


Strategic  Issues: 

1.  SFGHMC  should  maintain  its  unique  public  health  role  as  both  a trauma  center  and  a resource 
for  infectious  disease  and  psychiatric  care. 

2.  SFGHMC  can  only  maintain  the  level  of  expertise  necessary  for  trauma  care  by  providing 
services  to  a broader-based  community  and  should  also  maintain  a role  as  a community  hospital. 
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FINDINGS:  OPERATIONAL  ADVANCEMENTS  WE  ENDORSE 


This  section  includes  findings  on  specific  issues  that  would  improve  the  Department’s  ability  to 

provide  services  and  address  the  health  needs  of  the  community  from  a more  systematic  and 

uniform  perspective. 

The  strategic  questions  posed  in  this  component  were: 

♦ How  can  the  Department  use  data  and  evaluation  to  guide  program  planning  and  priority 
setting? 

♦ Should  consistent  eligibility  criteria  be  developed  for  personal  health  care  and  population  health 
services? 

♦ How  can  the  Department  increase  collaborations  to  engage  the  community  and  other  entities  in 
improving  community  health? 

♦ How  can  benchmarks  be  used  more  fully  within  the  Department? 

♦ How  can  the  Department  use  benefits  of  E-commerce  applications  to  improve  systems? 

♦ What  improvements  can  be  made  to  address  staff  recruitment,  retention,  training  and 
management  issues? 


73 


A-  How  Can  the  Department  Use  Data  and  Evaluation  to  Guide  Program  Planning 
and  Priority  Setting? 

The  Department  collects  and  reports  health  data  on  a regular  basis.  However,  the  data  is  not 
uniformly  standardized  to  guide  program  planning  and  design.  In  addition,  the  Steering  Committee 
believes  that  one  barrier  that  the  Department  faces  in  effectively  evaluating  programs  is  that  this 
function  is  not  sufficiently  funded.  With  funding  constraints,  programs  are  often  struggling  to  staff 
the  program  component  and  do  not  sufficient  allocate  sufficient  resources  or  expertise  to  conduct 
evaluations. 

Health  data  and  evaluation  are  crucial  to  ensuring  that  programs  initiatives  are  developed  to  meet 
identified  needs  and  to  have  their  intended  outcome.  The  Department’s  public  health,  utilization, 
financial,  demographic  should  be  integral  to  the  determining  how  priorities  are  established.  An 
evaluation  can  help  the  Department  measure  the  extent  to  which.  The  program  evaluation  is  both 
for  process  and  outcome: 

♦ Outcome  - measures  the  extent  to  which  a program  achieved  its  outcomes  by  focusing  on  the 
benefits  received  by,  or  changes  to,  clients  over  the  course  of  their  involvement  with  the 
program 

♦ Process  - measures  the  inputs  and  outputs  of  a program  by  focusing  on  what  services  are 
provided  and  how  (number  of  clients  served,  etc.) 

Good  evaluations  are  based  on  adequate  data  collection,  compilation  and  reporting.  Evaluation  of  a 
program  should  be  built  into  the  program’s  overall  design  and  conceptualization.  Evaluation  and 
routine  examination  of  relevant  health  data  and  help  determine  if  the  program  is  meeting  its  goals  or 
if  the  program  should  be  restructured.  The  Department’s  data  and  evaluation  capacity  should  be 
re-examined  and  strengthened  to  support  program  planning. 


74 


B.  Should  Consistent  Eligibility  Criteria  be  Developed  for  Personal  Health  Care  and 
Population  Health  Services? 

Currendy,  different  programs  within  the  Department  use  differing  eligibility  criteria  for  clients  for 
services.  Table  9 illustrates  the  varying  residency  requirements.  Community  agencies  that  the 
Department  funds  also  often  use  differing  criteria.  In  some  instances,  categorical  funding  inhibits 
the  Department’s  ability  to  create  consistent  eligibility  standards.  However,  where  categorical 
funding  restrictions  do  not  prohibit  it,  improvements  can  be  made. 

The  Steering  Committee  believes  that  the  current  array  of  categorical  health  programs  is  sometimes 
difficult  for  families  and  adults  to  understand.  These  programs  have  different  eligibility  criteria 
(often  based  on  income).  As  a result,  different  members  of  the  same  family  may  be  eligible  for  one 
program  but  other  members  of  that  family  may  be  ineligible  for  the  program.  Legislative  changes 
should  be  made  to  simplify  eligibility  for  categorical  programs. 

In  addition,  the  Department  should  establish  a single  sliding  fee  scale  which  can  be  used 
department- wide.  The  sliding  scale  would  be  for  both  personal  health  care  services  and  public 
health  care  services.  While  acknowledging  the  need  for  a uniform  sliding  fee  scale,  it  should  be 
established  in  such  a way  that  it  does  not  become  a deterrent  to  accessing  public  health  services  to 
combat  communicable  diseases  (e.g.,  sexually  transmitted  diseases),  then  the  fee  schedule  should  be 
a waived  in  those  cases. 

The  creation  of  a streamlined  eligibility  intake  system  is  critical  to  ensuring  that  individuals  can  be 
eligibihzed  into  the  system  at  multiple  sites,  even  if  the  site  does  not  provide  the  specific  service 
needed  by  the  client.  In  order  to  accomplish  this,  the  Department  would  have  to  develop  a 
comprehensive  management  and  information  system  that  would  have  information  throughout  our 
public  health  sites  regarding  the  eligibility  requirements  for  all  Departments  services.  If  this  is  done, 
any  client  could  go  to  any  site  to  become  eligible  for  services. 

A single  standard  of  care  is  necessary  to  ensuring  that  there  is  no  tiered  s^’stem  of  access  to  care  or 
quality  of  care  based  on  health  insurance  status  or  financial  resources.  A single  standard  of  care 
should  be  available  to  the  clients  of  each  Department  service  regardless  of  which  program  funds 
their  service  or  if  it  is  unfunded. 


Table  9 

Current  Residency  Requirements  for  SFDPH/GA  Sendees 


Office/ 

Division 

Residency 

determination 

Policy/  Practice  on  non  residents 

Exceptions/Special  Situatic 

CMHS 

• Medi-Cal 
County  Code 

• GA  from  SF 

• Other  evidence 
of  SF  residence 

• Intent  to  reside 
and  no  other 
established 
residence 

• LPS 

conservatorship 

• Public  Guardian 
client 

• non-SF  residents  will  not  be 
admitted  into  CMHS  treatment 
programs  except  the  UC  Center 
on  Deafness  which  is  a specialty 
service  for  the  region 

• when  no  residence  is  established 
in  any  other  county,  state  or 
country,  and  individuals  have 
clearly  stated  that  they  do  not 
intend  to  reside  in  SF,  they 
should  be  assisted  to  reach  their 
intended  next  destination  and  to 
establish  the  necessary 
supportive  services  at  that 
location,  on  a case  by  case  basis 

• individuals  intending  to  reside  in 
San  Francisco  but  who  have  not 
established  residency  may  be 
offered  time-limited 
authorization  for  treatment 

• non-SF  residents  mayrece 
emergency  services  related 
their  treatment  until  the  cr 
is  resolved,  at  which  time 
they  will  be  referred  to 
relevant  services  in  their 
county,  state,  or  country  o 
residency 

• when  non-SF  residents  are 
currently  involved  in  ment 
health  treatment  in  SF, 
clinical  judgment  will  dicta 
the  appropriate  timing  anc 
procedures  for  referring  tt 
individuals  to  relevant 
services  in  their  county  or 
state  of  residence 

• requests  that  CMHS  assun 
treatment  responsibility  fo 
clients  not  currently  residh 
in  SF  must  be  reviewed  an 
approved  by  Deputy 
Director  or  designee;  requ 
for  review  is  to  be  submitt 
through  the  appropriate 
clinical  director  with  his/t 
recommendation  for 
approval  or  denial 

• policy  does  not  apply  to  S' 
County  residents  placed  o 
of  - county  or  to 
conservatees 
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Office/ 

Division 

Residency 

determination 

Policy/  Practice  on  non-residents 

Exceptions/Special  Situations 

pGH 

emergency 

department) 

determination  made 
during 

registration/  eligibilit 
y process  according 
to  standard  eligibility 
procedures 

• unsponsored  residents  of 
another  county,  state,  or  country 
will  be  advised  that  they  will 
receive  a full  bill  for  services 
provided 

• residents  of  other  Bay  Area 
counties  will  be  given  a list  of 
telephone  numbers  of  resources 
for  future  reference  by  the 
discharge  nurse 

• HMO  members  will  be  advised 
that  they  are  responsible  for  any 
charges  not  covered  by  the 
health  plan 

• all  patients  will  be  provided 
emergency  care  prior  to 
transfer  or  discharge 
regardless  of  their  residency 
or  ability  to  pay 

• exceptions  made  with  the 
approval  of  the  Director  of 
Utilization  Management 
when  there  is  a compelling 
medical  reason  to  do  so 

• policy  does  not  affect 
services  provided  to 
undocumented  persons  who 
are  residents  of  SF 

5FGH 
pmbulatory 
ire  clinics/ 
on- 

mergency 

^re) 

! 

I 

• 

determination  made 
during 

registration/  eligibilit 
y process  according 
to  standard  eligibility 
procedures 

• if  individual  is  not  a SF  resident 
but  has  sponsorship  for  the 
requested  services  s/he  will  be 
registered  according  to  standard 
procedure;  Eligibility  Worker  will 
inform  the  individual  that  s/he 
will  be  responsible  for  any 
uncovered  charges 

• if  no  recent  history  of  treatment 
at  SFGH  patient  will  be  screened 
by  Patient  Referral  Nurse  to 
determine  if  there  is  an 
urgent/ emergency  medical 
necessity  for  keeping  the 
appointment  that  day,  Nurse  will 
refer  individual  to  appropriate 
provider  or  evaluate  the  situation 
for  exception  to  the  policy,  if 
Nurse  determines  that  case 
meets  the  guidelines  for 
exception,  patient  gives 
Exception  form  to  Eligibility 
Worker  and  obtains  a clinic  card 

• if  patient  currently  under  care  at 
SFGH,  patient  will  be  able  to 
keep  scheduled  appointment  but 
will  be  referred  to  seek  future 
care  from  the  appropriate 
providers 
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Office/ 

Division 

Residency 

determination 

Policy/  Practice  on  non-residents 

Exceptions /Special  Situatk 

SFGH 

(ambulatory 

surgery/ 

scheduled 

admissions/ 

special 

procedures 

• SFGH  will  not  schedule  non- 
emergency admissions  or 
procedures  for  out- of- county 
residents  or  HMO  members 
unless  one  of  the  following 
conditions  has  been  met: 
a county  health 
department  or  HMO  will 
pay  for  the  services  at  the 
rate  approved  by  the 
SFGH  Director  of 
Patient  Finance 
the  patient  has  made  full 
payment  in  advance  and 
the  admission/ 
procedure  has  been 
approved  by  the 
Admitting  Manager 

Each  admission  of  a full-pay 
patient  will  be  considered 
separately  and  with  considerat 
of  the  future  impact  on  hospit 
finances 

AIDS  Office 

In  order  to  be 
eligible  for  Title  I or 
Title  II  CARE- 
funded  services, 
prospective  clients 
need  to  either 
document  residency 
in  the  City/  County 
of  San  Francisco  or 
state  an  intent  to 
reside  here  if  they 
do  not  have  a 
current  address  (e.g., 
they  are  homeless) 

• Out-of-county  residents  can  not 
be  served  with  San  Francisco’s 
CARE  funds 

CSAS 

An  intent  to  reside 
in  San  Francisco 
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Office/ 

division 

Residency 

detennination 

Policy/  Practice  on  non-residents 

Exceptions /Special  Situations 

neral 
sistance 
; County 

• physical 
presence 

• intent  to  reside 

• 15  days 
continuous 
residence 

• ability/  right  to 
reside 

Ineligible 

Special  policies  and  regulations 

apply  to  the  residency  of: 

• persons  who  are  homeless 

• minors 

• persons  on  parole  or 
probation 

• husbands  and  wives 

• seamen 

• military  personnel 

• persons  who  are  hospitalized 

• students 

• persons  deprived  by  court 
action  of  freedom  of 
movement 

• persons  on  parole,  pass  or 
leave  of  absence  from  a 
mental  institution 
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C.  How  Can  the  Department  Increase  Collaborations  to  Engage  the  Community  and 
Other  Entities  in  Improving  Community  Health? 

Because  the  Department  serves  patients  with  the  most  difficult,  complex  social/ health  problems 
identifying  and  works  to  solve  the  root  causes  of  those  problems  community  collaboration  must  be 
an  integral  part  of  the  delivery  of  health  services.  The  solution  cannot  be  accomplished  without 
participatory  problem  solving  involving  individuals  from  all  relevant  parts  of  the  community.  This 
major  culture  shift  requires  ongoing  participation  and  support  from  the  entire  community,  including 
local  residents,  community- based  organizations,  the  private  sector,  policymakers,  other  government 
agencies,  philanthropy  and  local  health  care. 

In  general  the  Steering  Committee  expressed  concern  that  the  manner  in  which  the  Department 
works  with  the  community  may  not  optimal.  Currently  there  is  a wide  array  of  the  Department 
sponsored  community  planning  advisory  bodies  that  do  not  work  together  to  coordinate  services, 
thus  often  duplicating  efforts.  Reducing  and  consolidating  duplicative  processes  could  add  to  the 
Department’s  available  staff  resources. 
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D.  How  Can  Benchmarks  be  Used  More  Fully  Within  the  Department? 

Benchmarking  is  a way  of  measuring  and  comparing  organizational  results  to  a standard  of 
excellence.  This  comparison  to  best  practices  can  help  organizations  in  several  ways: 

♦ provides  an  external  reality  check  on  performance, 

♦ sets  the  pace  while  helping  to  set  realistic  targets, 

♦ provides  a point  of  reference  for  judging  performance  and 

♦ pinpoints  processes  to  be  analyzed  to  discover  how  the  best  results  are  achieved  or  poor 
results  were  produced. 

In  order  to  compete  effectively  in  any  business  or  in  the  healthcare  industry,  performance  has  to  be 
evaluated  constantly.  In  addition,  performance  must  be  compared,  not  only  to  past  performance, 
but  also  to  others  who  are  performing  similar  work.  Healthcare  institutions  are  now  beginning  to 
adopt  this  management  tool.  Benchmarking  often  involves  studying  the  performance  of  a similar 
process  in  a similar  organization  and  adapting  that  information  when  it  is  possible  or  feasible.  It  can 
also  include  comparing  one’s  own  result  with  those  of  other  organizations  or  with  current  research 
or  literature. 

This  component  involved: 

♦ survey  current  benchmarks  in  the  marketplace, 

♦ develop  an  inventory  of  existing  Department  indicators, 

♦ determine  how  indicators  are  used  at  the  Department  and 

♦ recommend  approaches  to  using  benchmark  information. 

Benchmarks  were  identified  in  the  marketplace  to  determine  the  best  practices  for  reference  and 
measurement.  As  expected,  there  is  tremendous  number  and  variety  of  indicators  in  the  public 
health  services  arena.  These  benchmarks  cover  access  to  health  care,  appropriations,  expenditures, 
hazardous  materials  management,  prenatal  care,  patient  encounters,  infectious  disease,  children’s 
preventive  services,  birth  measures,  incidence  rates  and  mortality  rates. 

The  Department  has  a wide  range  of  indicators  that  are  being  used  to  measure  performance  and 
effectiveness.  Workgroup  members  inventoried  and  submitted  some  of  the  indicators  that  they  are 
currently  using  in  their  sections.  A selected  number  of  examples  of  existing  indicators  include: 

♦ No  show  rate  and  next  appointment  availability 

♦ Fiscal  indicators  and  budgets 

♦ Market  share  by  zip  code 

♦ Encounters  and  number  of  inspections 

♦ Rates  for  diagnostic  service 

♦ Overlap  of  patients  using  CHN  programs 

♦ How  people  use  primary  care 

♦ Top  50  diagnoses 

♦ Where  patients  are  discharged  to 

♦ Trauma  for  injuries 

♦ Patient  satisfaction  data 
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Although  it  has  not  necessarily  been  called  ‘benchmarking,”  the  Department,  in  fact,  uses 
benchmarks  on  a regular  basis  and  has  numerous  indicators  that  are  being  tracked.  For  example, 
Laguna  Honda  Hospital  is  using  both  the  number  of  Treatment  Authorization  Request  (TAR) 
denials  and  the  number  of  TAR-denied  patient  days  to  measure  the  effectiveness  of  utilization 
management.  These  financial  indicators  are  direcdy  tied  to  hospital  reimbursement.  Primaiy  Care 
Service  tracks  new  patient  appointment  availability  to  ensure  timely  access  to  appointments  for 
primary  and  specialty  care.  It  has  established  a goal  of  accommodating  all  new  patients  in  the 
primary  and  specialty  care  clinics  within  14  days  of  the  request.  San  Francisco  General  Hospital 
(SFGH)  is  monitoring  the  number  of  decertified  days  as  a measure  of  its  ability  to  discharge/ transfer 
patients  to  the  appropriate  level  of  care.  Community  Substance  Abuse  Services  is  using  percent  of 
clients  who  report  being  satisfied  as  an  indicator  of  customer  service.  Community  Mental  Health 
Services  (CMHS)  uses  billing  data  to  track  the  production  of  revenue  throughout  the  year  compared 
to  revenue  targets  set  for  the  year.  Cumulative  data  is  used  to  establish  new  revenue  targets. 

The  Department  is  making  some  comparisons  of  its  performance  to  other  jurisdictions.  For 
example,  Community  Mental  Flealth  Services  is  able  to  use  satisfaction  with  services  and  quality  of 
life  measures  to  compare  itself  to  other  jurisdictions  in  the  state  because  the  same  instruments  are 
used  statewide.  This  data  is  also  used  at  various  levels  to  identify  areas  for  quality  improvement 
work.  San  Francisco  General  Hospital,  as  another  example,  compares  its  diversion  rate  to  that  of 
other  city  hospitals  in  monitoring  its  performance  against  this  indicator.  However,  in  some  cases, 
direct  comparison  is  not  possible.  For  example,  CMHS  is  one  of  the  few  jurisdictions  in  the  state 
that  has  a single  standard-of-care  policy,  and  therefore  meaningful  comparisons  of  services  provided 
and  number  of  clients  served  are  limited. 

The  reporting  of  performance  results  is  an  important  communication  that  organizations  can  provide 
to  their  customers,  both  internal  and  external.  Benchmarking  in  the  Department  will  be  more 
effective  to  the  extent  that  there  is  a standardized  and  coordinated  approach  within  the  Department. 
One  general  recommendation  is  that  the  Department  should  take  steps  to  move  in  this  direction. 

Due  to  the  large  volume  of  indicators  in  the  marketplace  and  the  variety  of  data  currently  being  used 
at  that  Department,  its  was  decided  it  was  not  feasible  to  evaluate  the  effectiveness  of  all  the  existing 
indicators  or  report  on  all  the  specific  measures  of  performance.  Instead,  the  workgroup  decided 
that  a way  to  develop  a coordinated  benchmarking  effort  in  the  Department  was  to  launch  a pilot 
project.  The  pilot  would  consist  of  identifying  four  benchmark  domains  to  focus  on  for  the  coming 
yean  health,  customer  service,  access,  and  financial.  Sections  of  the  Department  should  submit  one 
indicator  for  each  domain  that  they  will  monitor.  These  five  sections  are  SFGH,  Mental  Health, 
Laguna  Honda,  Substance  Abuse,  and  Primary  Care.  Also,  there  will  be  one  indicator  in  each  of  the 
domains  to  measure  various  health-related  aspects  of  the  general  population  (see  Table  10). 
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Table  10 

Department  Benchmark  Pilot  Indicators 


DIVISION 

SECTION 

DOMAIN 

PILOT  INDICATOR 

(A  specific  measure  of 
performance  which  will  be 
compared  to  the 
benchmarks) 

BENCHMARK 

(National,  regional,  or 
local  standard.  Internal 
goal  or  comparison  over 
time) 

HOW  IS  IT  BEING  USED? 

PHP 

CMHS 

Access 

Unduplicated  clients  served 
year-to-date 

Trend  data  over  time 

To  determine  general  penetration 
levels  and  set  future  goals 

PHP 

CMHS 

Customer 

Service 

Complaints  and  grievances 
report 

State  Level  Data 

To  monitor  complaints  and 
grievances  about  programs  and 
services 

PHP 

CMHS 

Financial 

Medi-Cal  revenue  data  from 
INSYST  (the  mental  health 
billing  and  information 
system) 

Comparison  to  budgeted 
revenue 

To  produce  monthly  variance 
reports  to  track  revenue  against 
projections  for  CMHS  providers 

PHP 

CMHS 

Health 

Adult  and  child  behavior 
and  symptom  changes 
during  treatment  using 
standardized  instruments 

State  Level  Data 

To  monitor  client  progress  and 
identify  areas  for  quality 
improvement 

CHN 

LHH 

Access 

Number  of  LHH 
admissions  from  SFGH  and 
MHRF 

Comparison  Over  Time 

The  number  of  SFGH/ MHRF 
admissions  is  used  as  an  indicator 
of  access  to  SNF- level  care  within 
the  CHN  continuum  of  care 

CHN 

LHH 

Customer 

Service 

Number  of  discharges  to 
the  community 

Comparison  Over  Time 

A measure  of  the  effectiveness  of 
discharge  planning  at  LHH  Good 
discharge  planning  is  good 
customer  service  because  it 
maximizes  the  independence  of 
LHH  residents 

CHN 

LHH 

Financial 

a.  Number  of  decertified 
days  at  SFGH 

b.  number  of  LHH 
Treatment  Authorization 
Request  (TAR)  denials 
(patient  days) 

Comparison  Over  Time 

A measure  of  the  financial 
consequences  when  intensity  of 
care  exceeds  severity  of 
illness/ disability.  In  addition,  it  is 
a measure  of  the  effectiveness  of 
discharge  planning  both  at  SFGH 
and  at  LHH 

CHN 

LHH 

Health 

Percentage  of  residents 
receiving  annual 
immunizations  for  influenza 

Internal  Goal 

This  indicator  will  be  used  as  a 
measure  of  prevention  efforts  at 
LHH 

CHN 

Primary 

Care 

Access 

New  patient  appointment 
available  within  30  days 

To  Be  Determined 

To  track  access  data  for  new 
patients 
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DIVISION 

SECTION 

DOMAIN 

PILOT  INDICATOR 

(A  specific  measure  of 
performance  which  will  be 
compared  to  the 
benchmarks) 

BENCHMARK 

(National,  regional,  or 
local  standard.  Internal 
goal  or  comparison  over 
time) 

i 

HOW  IS  IT  BEING  USE 

CHN 

Primary 

Care 

Customer 

Service 

>=85%  of  respondents  on 
FY00-01  patient  satisfaction 
survey  will  rate  their  overall 
impression  of  the  services 
as  "Excellent"  or  "Very 
good". 

To  Be  Determined 

To  track  customer  satisfaction 
those  who  responded  to  patien 
survey 

CHN 

Primary 

Care 

Financial 

Reduce  disallowed  targeted 
case  management  claims  by 
10% 

To  Be  Determined 

To  track  financial  data  for 
management  claims 

CHN 

Primary 

Care 

Health 

Increase  mammography 
screening  rates  by  10%  by 
7/1/2001 

To  Be  Determined 

To  track  access  and  health  for 
mammogram  screening 

CHN 

SFGH 

Access 

ED  diversion  rate  not 
exceeds  rate  of  10%. 

EMS  agency  diversion 
statistic  for  all  receiving 
hospitals 

To  monitor  access  to  services  at 
SFGH.  The  higher  the  diversio; 
rate,  the  greater  the  negative 
impact  on  the  continuity  of  cart 
provided  to  SFGH/CHN  patier 

CHN 

SFGH 

Customer 

Service 

The  overall  rating  (percent 
"excellent”)  will  be  within 
3%  of  the  PEP-C  overall 
average 

California 
PEP-C  study 

To  measure  overall  patient 
satisfaction  with  SFGH  inpatient 
services  by  comparing  SFGH 
results  to  statewide  PEP-C  result 
and  to  comparable  public 
hospitals.  Other  questions  on  the 
survey  will  identify  opportunities 
for  improving  the  service  we 
provide  to  our  patients 

CHN 

SFGH 

Financial 

% decrease  in  decertified 
days  for  Medical- surgical 
and  inpatient  psychiatric 

* Comparison  of  monthly 
UR  data 

^Psychiatric  performance 
measures 

To  monitored  the  ability  of  SFG1 
to  place  patients  at  the  approprk 
level  of  care  in  a reasonable  time: 
to  identify  specific  placement  case 
that  need  additional  attention;  act 
to  identify  placement  issues  that 
need  to  be  discussed/  addressed 

CHN 

SFGH 

Health 

% decrease  in  inpatient 
admissions  of  soft- 
tissue/  abscess  patients 

New  Program-  monitors 
to  be  developed 

Will  monitor  one  of  the 
assumptions  of  the  new  Soft 
Tissue  Infection  program,  which 
was  to  shift  the  care  of  these 
patients  from  the  operating 
room/ inpatient  setting  to  an 
Outpatient  Wound  Center.  The 
result  would  be  a decrease  in  the 
number  of  inpatient  or  proceduie 
and  treatments  in  the  ED. 
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DIVISION 

SECTION 

DOMAIN 

PILOT  INDICATOR 

(A  specific  measure  of 
performance  which  will  be 
compared  to  the 
benchmarks) 

BENCHMARK 

(National,  regional,  or 
local  standard.  Internal 
goal  or  comparison  over 
time) 

HOW  IS  IT  BEING  USED? 

PHP 

CSAS 

Access 

Drug  Abuse  Treatment 
Access  Report  (DATAR) 
monthly  reports 

To  Be  Determined 

To  track  number  of  applicants  on 
waiting  list  and  number  of 
applicants  admitted  to  treatment 

PHP 

CSAS 

Customer 

Service 

Monitoring  reports 

To  Be  Determined 

There  are  two  objectives 
considered  when  reviewing  the 
Monitoring  Report:  return  rate  of 
the  questionnaires  and  percentage 
of  clients  satisfied 

PHP 

CSAS 

Financial 

Medi-Cal  revenue  data  from 
INSYST  (the  CSAS  billing 
and  information  system) 

Comparison  to  budgeted 
revenue 

To  produce  monthly  variance 
reports  to  track  revenue  against 
projections  for  CSAS  providers 

PHP 

CSAS 

Health 

Billing  Information  System 
(BIS)  variable:  discharge 
status 

To  Be  Determined 

To  track  discharge  status 

PHP 

SE. 

Population 

Access 

Number  and  percent  of  the 
population  lacking  health 
insurance 

HP2010:  US  % 
uninsured;  Ca.  % 
uninsured:  SF  decrease 
over  time 

To  track  access  data  of  those  who 
are  lacking  health  insurance 

PHP 

S.F. 

Population 

Customer 

Service 

Satisfaction  data  from  San 
Francisco  Health  Plan  and 
other  health  plans  serving 
SF  residents,  and  from 
Calif.  Health  Interview 
Survey  data 

Less  dissatisfaction  over 
time 

To  measure  and  compare  patient 
satisfaction  with  public  plans  and 
with  the  health  care  system 

PHP 

SE. 

Population 

Financial 

People  served  by  DPH 
without  health  insurance 
and  with  Medi-Cal,  and 
amount  of  unreimbursed 
care  for  both  groups. 

Decrease  in 
unreimbursed  care,  less 
DPH  funds  to  provide 
such  health  care 

Measures  of  the  financial  pressure 
on  DPH  due  to  the  extent  and 
severity  of  otherwise  unmet  or 
under- reimbursed  need  in  the 
population.  To  advocate  for 
resources  to  meet  the  demands  of 
a public  health  system 

PHP 

SE. 

Population 

Health 

1.  Life  expectancy  by  sex 
and  ethnic  group. 

2.  Disability  adjusted  life 
years  (DALYs)  and  leading 
causes  of  DALYs. 

1.  Increase  in  LE.,  and 
decrease  in  disparity 
across  sex- ethnicity 

groups. 

2.  Decrease  in  DALYs 
overall  and  by  leading 

causes  within  groups  over 
time. 

1.  An  understandable  measure  of 
overall  mortality  and  disparities 
across  groups 

2.  A single  measure  of  the  overall 
burden  of  disease  and  the  biggest 
contributor  to  this  burden 
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E.  How  Can  the  Department  Use  the  Benefits  of  E-Commerce  Applications  to  Improve 
Systems? 

The  E-Commerce  Strategic  Planning  workgroup  was  convened  to  investigate  new  opportunities  for 
expanding  and  enhancing  the  Department’s  Informadon  Technology  services.  This  involved 
exploring  potential  applications  where  there  are  clear  advantages  and  benefits  to  the  public,  analyzed 
current  manual  operations  within  the  department  that  can  be  improved  using  Web- based  workflow 
and  collaboration  technologies,  and  identified  technological  solutions  to  assist  Department 
employees  with  performing  their  work  efficiently  and  effectively. 

The  use  of  the  Internet  to  perform  business  transactions  and  to  obtain  information  is  becoming 
increasingly  popular.  As  the  use  of  the  Internet  continues  to  grow,  demand  for  online  government 
services  are  increasing  exponentially.  The  workgroup  proposes  the  development  of  an -electronic 
government  strategy  to  better  serve  our  community.  This  can  be  accomplished  by  making  E- 
govemment  a priority  in  the  three  year  MIS  plan,  developing  a forum  for  gathering  input  for  E- 
govemment,  and  recommending  E-govemment  projects  to  pursue  as  well  as  recommend  funding 
for  these  projects. 

E-govemment,  (as  electronic  government  is  commonly  called)  is  a government’s  use  of  technology 
to  enable  and  improve  public  access  to  government  resources  and  services  on-line.  A 
comprehensive  E-govemment  strategy  is  essential  for  the  Department  to  streamline  business 
processes  and  reduce  the  time  required  to  satisfy  public  requests.  This  workgroup  has  identified  the 
following  areas  in  E-govemment  that  the  Department  has  an  opportunity  to  enhance:  E-commerce, 
E-procurement,  and  E-health.  It  is  the  workgroup’s  recommendation  that  the  Department  pursue 
opportunities  for  expanding  our  E-govemment  presence. 

1.  E-Commerce 

The  Department  was  one  of  the  first  Gty  agencies  in  San  Francisco  to  offer  E-commerce  services  to 
the  public.  Since  June  2000,  the  Department  has  offered  a based  service  to  the  public  to  purchase 
birth  and  death  certificates  via  the  Internet  using  credit  cards.  With  the  success  of  the  E-commerce 
program,  the  Department  is  primed  to  develop  a web-enabled  permit  application,  review,  approval, 
and  payment  process.  Additional  E-commerce  service  would  provide  access  to  the  following: 

♦ ability  to  apply  and  pay  for  licenses  and  permits  to  operate  restaurants,  retail  or  wholesale 
food  handling  businesses,  and  street  fair  food  concessions, 

♦ ability  to  register  and  pay  for  Food  Safety  Certification  training  classes, 

♦ ability  to  submit  invoices  to  State  and  Federal  entities  for  payment  and  reimbursement  and 

♦ ability  to  pay  for  fees,  assessments,  and  citations. 

Thus  far,  the  Department’s  E-commerce  application  for  Department  Birth  and  Death  Certificates 
has  been  self-funded.  The  Gty  of  San  Francisco  has  partnered  with  an  E-commerce  service 
provider  who  worked  with  Department  employees  to  develop  and  deploy  a birth  and  death 
certificate  E-commerce  site.  Payment  to  the  contract  comes  from  the  user  fees  (convenience  fees), 
Much  are  added  to  the  cost  of  the  certificates.  Future  E-commerce  developments  can  be 
accomplished  either  by  independently  using  internal  Department  resources  or  by  outsourcing  the 
development,  housing,  and  deployment  of  E-commerce  sites.  Given  the  success  and  the  demand 
for  increased  online  services,  the  workgroup  recommends  that  the  Department  adopt  a strategy  to 
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develop  a government- to- business  procurement  portal  and  pursue  those  applications  that  can  be 
self- funded  through  partnerships  with  vendors  and  other  entities. 

2.  E-Procurement 

E-procurement  is  a Web-based  technology  that  integrates  people,  processes,  and  systems  into  a 
streamlined  supply  chain  management  approach  with  a central  point  of  access  for  purchasing 
supplies,  equipment,  and  services.  With  the  rising  costs  of  doing  business,  the  Department  is 
challenged  to  develop  new  ways  to  reduce  the  complexity  of  its  purchasing  system  The  workgroup 
proposes  to  develop  a govemment-to-  business  procurement  Web  site  that  enables  buyers  to 
purchase  supplies,  services,  equipment  and  inventory  control  online  in  a secure  environment,  with 
access  to  market  research,  cost  analysis,  and  price  comparisons. 

There  are  several  supply-partner  services  that  provide  supply  chain  management  for  the  health  care 
industry.  These  supply-partner  services  aggregate  suppliers  and  vendors  within  an  accessible,  user- 
friendly  interface.  The  Department  can  customize  such  a service  to  reflect  its  business  rules, 
contractual  requirements,  and  preferences  for  particular  products,  services,  and  vendors.  From  a 
browser-based  interface  on  their  workstations,  Department  buyers  can  compare  prices  offered  by 
different  suppliers,  evaluate  product  information,  place  orders  online,  obtain  product  availability  and 
shipping  information,  and  receive  and  approve  vendor  invoices.  An  E-procurement  system  can  also 
process  electronic  funds  transfer  to  pay  the  invoice.  The  system  must  be  fully  integrated  with  Gty 
and  County  financial  system,  and  must  also  have  an  inventory  control  component. 

As  stated  above,  one  attractive  benefit  of  E-procurement  is  that  it  can  become  self-funding  after  an 
initial  investment  in  software  and  hardware  infrastructure.  Because  E-procurement  is  a secure, 
efficient,  and  cost  effective  way  of  doing  business,  vendors  and  suppliers  typically  offer  major 
discounts  to  buyers  for  online  purchases.  As  an  example,  the  Department  currently  buys  products 
from  companies  that  offer  online  procurement  services.  As  an  incentive  for  purchasing,  the  vendors 
offer  cash  rebates  ranging  from  2-6%  of  gross  annual  purchases.  The  benefits  of  E-procurement 
make  a compelling  case  for  developing  a strategy  to  simplify  and  streamline  the  Department 
procurement  process,  at  the  same  time  increasing  opportunities  to  enhance  employee  productivity 
and  decrease  die  cost  of  doing  business. 

Based  on  the  demand  and  clear  benefits  of  E-procurement,  the  workgroup  recommends  that  the 
Department  work  with  the  Gt/s  Purchaser  to  fund,  build  and  implement  an  E-procurement  portal 
to  allow  the  Department  to  purchase  supplies,  services,  and  equipment  online  in  a secure 
environment  and  recommends  that  Department  develop  supply-partnerships  with  vendors  that 
support  Web-based  purchasing. 

3.  E-Health 

The  Department  Internet  Web  site,  www.dph.sf.ca.us,  is  the  comprehensive  entry  point  where  the 
public  is  able  to  access  published  information.  This  information  is  user-friendly,  easily  accessible, 
cost  effective,  secure,  and  protects  the  privacy  of  citizens’  personal  information,  and  provides  the 
service  at  no  cost—  including  no  intrusive  banner  advertising.  The  Department  has  published  more 
than  1,200  pages  on  the  Internet  during  the  past  two  years  and  the  website  is  viewed  frequently  by 
the  public.  Given  the  success  of  the  Department  website,  the  committee  proposes  that  the 
Department  expand  its  Internet  website  presence.  The  website  can  be  further  developed  to  capture 
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and  store  population- based  telephone  survey  data  of  San  Francisco  residents.  The  Department 
currendy  does  not  gather  and  maintain  up  to  date  health  information  on  the  San  Francisco 
population.  The  Department  conducted  household  surveys  every  2 to  3 years,  it  could  assess  the 
health  status  and  behavioral  risk  factors  for  disease  and  injury.  This  would  be  the  foundation  for  a 
web- based  research  data  repository  and  a survey  model  that  could  be  purchased  by  other  cities. 

The  Web  site  will  allow  the  Department  to  provide  around  the  clock  service,  enabling  the  public  to 
transact  business  24  hours  a day,  7 days  a week  from  anywhere  on  the  World  Wide  Web.  It  should 
be  noted,  however,  that  e- government  does  not  replace  human  interaction  as  part  of  the  service 
deliveiy  process,  but  rather  frees  Department  employees  to  more  promptly  address  issues  and 
problems  rather  that  fulfill  routine  information  requests.  The  more  the  public  accesses  services  via 
the  Web,  the  more  time  Department  employees  have  to  provide  better  or  increased  services.  By 
better  utilizing  Department  employees  and  by  providing  services  via  the  Internet,  the  Department 
will  improve  citizen  satisfaction  and  administrative  efficiency. 

The  cost  of  creating  a comprehensive  Department  Web  site  includes  the  purchase  of  additional  data 
capacity  and  Web-enabling  software.  But  the  cost  is  not  substantial  compared  to  the  benefit  of  the 
DPH  Web  site  becoming  the  primary  resource  for  health  related  information  for  the  citizens  of  San 
Francisco.  We  recommend  that  the  Department  incorporate  e- Health  into  its  Internet  strategy  and 
fund  a comprehensive  Department  Web  site  for  a more  dynamic  presence  on  the  Internet. 

4.  Improving  Business  Processes  Using  Web-Based  Tools 

Department  employees  work  daily  with  many  different  automated  processes.  They  access  data 
located  on  different  computers  and  from  different  geographical  locations.  With  so  much 
information  available  in  so  many  different  forms,  the  challenge  is  to  get  the  right  information  to  the 
right  people  at  the  right  time.  The  workgroup  proposes  to  use  web-based  tools  to  provide 
employees  access  to  the  information  they  need  to  do  their  work. 

The  web  tools  can  enable  automation  of  procedures  where  documents,  information  or  tasks  are 
passed  between  participants  and  will  allow  many  different  environments  to  facilitate  information 
sharing  and  information  management.  This  technology  can  track  the  progress  of  a document 
through  various  business  processes  and  generate  statistics  on  how  well  the  different  steps  of  the 
process  are  doing.  Using  web  tools  can  provide  the  following  benefits  to  the  organization: 

♦ offer  multiple  sources  of  information, 

♦ eliminate  manual  paperwork, 

♦ streamline  approval  steps, 

♦ keep  information  up-to-date, 

♦ track  productivity,  and 

♦ enforce  standardization. 

Using  a simple  web- browser,  employees  can  collaborate  with  other  employees  by  sharing  documents 
and  information  according  to  a defined  set  of  rules.  This  workgroup  recommends  that  the  fund  the 
development  of  web  projects  that  will  facilitate  business  process  integration,  information  sharing, 
and  streamlined  processes. 
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F.  What  Improvements  can  be  made  to  Address  Staff  Recruitment,  Retention,  Training  and 
Management  Issues? 

During  the  various  town  hall  meetings  with  staff,  several  issues  emerged  relative  to  the  work  force. 
As  part  of  this  strategic  planning  effort,  the  Steering  Committee  felt  it  was  important  to  offer 
recommendations  on  how  to  address  some  of  these  issues.  The  issues  related  to  the  work  force  of 
the  Department  are  discussed  under  the  headings:  recruitment,  training,  management  and  retention. 

1.  Recruitment 

The  Department  is  currently  having  difficulty  hiring  and  retaining  information  technologists  and 
several  skilled  health  care  service  providers.  The  skilled  health  care  providers  include:  several 
specialty  nurses  (e.g.  operating  room  nurses,  emergency  room  nurses,  geriatric  nurses  etc.), 
psychiatrists,  pharmacists,  dental  hygienists,  physical  therapists,  occupational  therapists  and 
ultrasonographers.  These  individuals  often  need  bilingual  skills  and/or  be  knowledgeable  of  the 
management  of  clients  with  substance  abuse  or  HIV/ AIDS.  In  the  near  future  the  Department  will 
the  difficulty  of  hiring  nurses  will  be  exacerbated.  The  relatively  small  pool  of  skilled  individuals  is  a 
significant  factor  in  the  Department’s  difficulty  recruiting.  This  difficulty  hiring  is  compounded  the 
Gtys  lengthy  hiring  process  and  the  effect  of  the  hiring  freezes. 

In  acknowledgement  of  the  nursing  shortage,  the  Department’s  Nursing  Leadership  Council 
released  a report  which  assessed  the  extent  and  impact  of  the  shortage.  There  is  concern  that  quality 
of  care  issues  coupled  with  nursing  staff  shortages  will  prove  to  be  a major  public  policy  issue.  The 
registered  nurse  workforce  of  the  Department  consists  of  1,446  permanent  employees  including 
nurse  practitioners  and  clinical  nurse  specialists  and  949  per  diems,  totaling  2,395  RNs.  A January 
2000  survey  of  the  nursing  workfore  (38%  response  rate  - 913  RNs)  indicate  the  following: 

♦ 85%  of  respondents  were  40  years  old  or  older  and  30%  were  over  50  years  old, 

♦ 85%  of  nurses  were  female, 

♦ the  proportion  of  Filipino  nurses  or  foreign  nurses  were  substantially  higher  than  California  or 
national  figures  (this  may  be  indicative  of  the  California  trend  that  most  nurses  in  the  State  are 
not  educated  in  California  nursing  preparation  programs)  and 

♦ 12%  of  the  respondents  possess  advanced  nursing  degrees  (i.e.  MSN  or  greater)  and 

♦ 31%  of  the  respondents  plan  to  leave  their  position  within  the  next  5 years. 

Consistent  with  national  statistics,  more  respondents  in  the  specialty  areas  of  critical  care,  emergency 
and  psychiatric  nursing,  indicate  greater  dissatisfaction  with  nursing  and  plan  to  leave  the  profession 
suggesting  these  will  be  the  clinical  areas  needed  the  most  replacements. 

As  our  Ot/s  demographic  shift  highlights  an  increasing  number  of  frail  elderly,  it  is  projected  that 
there  will  be  a shortage  of  young  adults  interested  in  community  service  and/ or  working  with  people 
in  need  (e.g.,  people  with  mental  illnesses  and/or  problems  related  to  drug  and  substance  abuse, 
etc.).  This  will  reduce  the  pool  of  potential  employees  for  positions  throughout  the  DPH.  In 
addition,  the  Gt/s  salary  scale  also  impacts  recruitment.  The  Department’s  salaries  for  entry  level 
employees  are  comparable  to  those  of  the  private  sector.  However,  the  salaries  the  Department  can 
offer  its  employees  at  the  highest  levels  of  their  skilled  job  descriptions,  most  notably  those  of  the 
information  technologists,  are  not  competitive  to  those  of  the  private  sector. 
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2.  Retention 


Retaining  a quality  work  force  with  a tight  labor  market  is  a challenge  for  the  Department. 
Department  staff  are  committed  to  the  mission  of  the  Department  and  providing  quality  services  to 
clients.  However,  staff  have  voiced  concern  that  hiring  freezes  result  in  decreasing  poor  moral,  and 
creating  staff  “bum  out.”  Some  staff  indicated  concern  that  non-competitive  salaries  (e.g.,  nurses, 
information  systems  personnel,  pharmacists,  etc.).  In  the  nursing  survey,  38%  of  the  respondents 
commented  that  changes  in  working  conditions  would  potentially  influence  them  to  remain  with 
Department.  These  nurses  cited  staffing  levels,  job  stress,  workload,  increased  documentation  and 
physical  work  as  contributors  to  their  dissatisfaction  with  nursing  practice  within.  National  studies 
of  the  nursing  profession  have  cited  similar  concerns. 

From  the  qualitative  data  obtained  from  the  survey,  two  primary  themes  emerged  as  areas  of 
opportunity  to  impact  the  shrinking  DPH  RN  workforce.  These  themes  are  career 
advancement/ career  development  and  working  conditions.  Nurses  dissatisfaction  with  career 
advancement  opportunities  indicate  nurses  perceive  that  nursing  expertise  is  not  developed, 
recognized  or  awarded.  They  also  report  feeling  there  is  limited  opportunity  for  career  advancement 
in  the  DPH  These  comments  suggest  implementation  of  a career  ladder  or  other  mechanisms  for 
them  to  be  able  to  be  recognized  for  their  skills  and  have  the  opportunity  to  more  fully  participate  in 
providing  nursing  care  is  desirous. 


3.  Training 

Training  opportunities  for  Department  employees  have  increased  over  the  past  fifteen  years. 
However,  with  the  explosion  of  information  and  communication  technologies,  the  opportunities  for 
training  have  not  kept  pace  with  those  offered  to  individuals  working  in  the  private  sector.  Staff  is 
concerned  that  limited  training  opportunities  will  result  in  a reduction  their  skill  level.  As  such,  they 
are  interested  in  having  more  career  advancement/ career  development  within  their  work 
environment.  The  lack  of  training  opportunities  can  impact  on  recruitment  and  retention.  First  time 
supervisors  often  assume  management  responsibilities  after  demonstrating  exemplary  work  skills  in 
their  departments,  but  often  have  few  managerial  skills.  These  supervisors  have  requested  additional 
training.  Management  training  is  available,  but  not  mandated,  for  these  supervisors. 

4.  Management 

Increased  interface  between  the  Community  Health  Network  (CHN)  and  the  Population  Health  and 
Prevention  (PHP)  is  needed,  particularly  on  budget  matters  that  effect  both  divisions  and  involve 
the  reallocation  of  funds  between  divisions.  There  is  strong  interest  on  the  part  of  staff  in  ensuring 
that  managers  are  held  accountable  for  their  actions.  Staff  is  particularly  interested  in  ensuring  that 
the  Department  continues  on  its  path  to  develop  a seamless,  uniform  information  technology  that 
can  be  used  by  both  CHN  and  PHP  to  track  clients  and  the  health  services  they  receive.. 
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FINDINGS;  FINANCING  HEALTH  SERVICES 


The  Finance  Sub- Committee  was  convened  to  develop  financial  strategies  for  the  Department’s 
strategic  planning  process.  Its  work  was  provided  to  the  Strategic  Planning  Steering  Committee. 

The  strategic  questions  posed  in  this  component  were: 

♦ What  are  potential  strategies  to  enhance  revenues  and  reduce  expenditures? 

♦ Does  carrying  for  the  insured  financially  allow  the  Department  to  cover  a portion  of  the  costs  of 
the  uninsured? 

♦ How  can  the  Department  better  blend  funding  to  achieve  service  integration? 

♦ How  can  the  Department  fund  needed  infrastructure  and  ensure  adequate  capitalization? 

A*  Context 

Before  discussing  the  recommendations  to  the  strategic  planning  questions,  this  section  provides  an 
overview  to  the  fiscal  conditions  facing  the  Department  of  Public  Health.  Specifically,  this  section 
discusses  revenue  and  expenditures,  infrastructure  (excluding  capital,  which  is  discussed  later  in  the 
report),  welfare  reform  and  legislative  initiatives. 

1.  Revenue  and  Expenditures 

The  trend  in  the  Department  of  Health’s  revenue  and  expenditure  budget  over  the  past  several  years 
has  shown  that  revenues  have  been  reduced,  while  expenditures  have  increased.  The  gap  between 
the  revenues  and  the  expenditures  is  equal  to  the  City  and  County’s  General  Fund  allocation  to  the 
Department.  The  following  chart  summarized  the  Department’s  revenue  and  expenditure  budgets 
for  the  past  four  years. 
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As  shown  above,  the  Gty  and  County’s  General  Fund  subsidy  to  provide  health  care  and  public 
health  services  has  increased  in  order  to  balance  the  expenditures  with  the  revenues. 

The  following  chart  depicts  the  General  Fund  subsidy  to  the  Department  over  an  eight-year  period. 
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Chart  10 

Department  General  Fund  (Fiscal  Years  1991-92  to  1999-00) 


The  Department  expects  that  selected  revenues  will  continue  to  decline  in  future  years,  but  at  a 
slower  rate  than  felt  in  recent  years.  Much  of  the  decline  in  revenues  in  the  past  two  years  has  been 
the  result  of  federal  reductions  implemented  through  the  Balanced  Budget  Act,  increased  audit 
disallowances  and  changes  to  the  payor  mix  within  the  patient  population.  The  Department  has 
made  adjustments  in  its  revenue  budget  to  account  for  these  continued  losses.  However,  if  Medi- 
Cal  eligibility  is  reduced  and/ or  the  number  of  uninsured  increases,  additional  revenue  reductions 
will  occur. 

The  Department  believes  that  some  revenues  are  at  risk  over  the  next  three  years.  We  expect  that 
revenues  will  be  reduced  in  the  areas  of  disproportionate  share  Medi-Cal  and  Medicare,  in  federally 
qualified  health  center  reimbursement,  and  in  graduate  medical  education  funded  through  Medicare. 
However,  federal  legislation  recently  signed  by  the  President  that  will  mitigate  or  slow  the  cuts  to 
Medicare  and  FQHC  providers  in  future  years. 

Other  revenues  within  the  Department  of  Health  are  expected  to  increase.  For  example,  the  skilled 
hospital  rate  for  Medi-Cal  is  expected  to  increase  over  the  next  several  years,  consistent  with  cost  of 
living.  Similarly,  Short  Doyle  Medi-Cal  reimbursement  for  mental  health  and  substance  abuse 
services  is  expected  to  continue  to  rise  with  increased  costs.  State  realignment  funding,  which  is 
derived  from  sales  tax  and  vehicle  license  fees,  will  continue  to  rise  as  the  economy  continues  to 
grow. 

Finally,  some  revenues  are  expected  to  stay  constant  unless  legislative  or  administrative  provisions 
are  enacted  to  increase  reimbursement.  As  mentioned  in  the  legislative  section  of  this  report,  the 
Medi-Cal  reimbursement  for  the  fee  for  service  billings  are  expected  to  stay  the  same  unless  there  is 
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a statewide  initiative  to  bring  the  rates  closer  to  those  rates  paid  by  other  providers.  The  State  of 
California  ranks  48th  in  per  capita  Medi-Cal  reimbursement  in  the  nation,  partially  due  to  the  very 
low  reimbursement  rates.  Advocacy  has  begun  to  urge  the  Governor  to  apply  for  upward  rate 
adjustments  to  Medi-Cal  providers.  The  Governor  did  nominally  adjust  some  Medi-Cal  rates 
upward  for  fiscal  year  2000-01. 

Expenditures  vary  depending  on  whether  the  Department  continues  the  current  level  and  scope  of 
services,  augments  funding  to  support  current  level  of  service,  or  expands  services.  The  Department 
projects  that  its  expenditure  budget  will  continue  to  increase  because  of  unavoidable  cost  increases. 
These  increases  include  labor  costs  and  cost  of  living  increases  to  contractors  that  provide  direct 
patient  care  services  to  the  DPH  target  populations.  Similarly,  the  future  trend  in  the  consumer 
price  index  indicates  that  the  costs  of  pharmaceuticals  and  other  medical  supplies  will  increase  by 
approximately  10%  annually  over  the  current  costs.  This  will  increase  expenditures  in  the 
Department  by  approximately  $5  million.  In  the  area  of  the  University  of  California  at  San 
Francisco  (UC)  Affiliation  Agreement,  it  was  noted  that  UC  cannot  continue  to  subsidize  care 
provided  at  the  Community  Health  Network.  As  such,  discussions  and  agreements  are  needed  to 
evaluate  and  determine  the  service  level  and  reimbursement  for  future  years. 

Clearly,  it  is  not  possible  to  precisely  predict  revenues  and  to  assume  policy  directives  on  the  level  of 
expenditures  at  this  time.  However,  given  the  trends  of  declining  revenue  and  increases  in  fixed 
expenses,  the  Department  will  not  have  sufficient  revenue  to  balance  its  expenditure  budget  over  the 
next  three  years  unless  additional  General  Funds  are  allocated  to  the  Department. 

2.  Infrastructure  (Excluding  Capital) 

The  Steering  Committee  reviewed  infrastructure  needs  for  the  Department  of  Public  Health  as 
another  issue  in  the  strategic  planning  process.  The  Committee  found  that  the  Department  has  a 
significant  amount  of  deferred  equipment,  information  systems,  facilities  maintenance  and  capital 
that  has  accumulated  over  the  years  as  well  as  the  need  for  additional  personnel  to  support  the 
current  services  and  systems.  In  addition  to  Department- wide  deferred  maintenance  and  equipment, 
significant  capital  investments  to  primary  care  will  be  required  in  the  future  to  upgrade  the  old 
facilities.  Further,  large  capital  investments  will  be  need  in  the  next  30  years  to  comply  with  SB  1953 
seismic  safety  requirements  for  acute  care  hospitals  (address  later  in  this  report). 

One  example  is  equipment.  Equipment  is  defined  as  a non-consumable  item  with  a service  life  of 
three  years  or  more  with  a purchase  price  of  more  than  $5,000.  The  budget  for  equipment  in  the 
current  fiscal  year  is  $4  million  and  was  $1.8  million  in  last  fiscal  year.  In  contrast,  the  equipment 
budget  for  the  prior  four  years  ranged  from  $6.4  million  to  $7.7  million  as  shown  below. 


Table  11 

Department  Equipment  Budget 
Fiscal  Yeats  1996-97  to  2000-01 


FY  96-97 

FY  97-98 

FY  98-99 

1 FY  99-00 

FY  00-01 

Equipment 

$6.9  million 

$6.4  million 

$7.7  million 

1 $1.8  million 

$4.0  million 
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' Another  example  is  MIS  where  requests  for  information  technology  always  far  exceed  the  level  of 
funding.  This  year’s  budget  request  for  essential  and  high  priority  projects  MIS  projects  was  $7 
million.  Over  the  next  three  years,  budget  requests  for  information  technology  for  the  Department 
of  Public  Health  total  $22.6  million.  Over  half  of  these  requests,  or  $14.6  million,  is  for  essential  and 
high  priority  MIS  projects.  In  contrast,  the  MIS  budget  for  new  equipment  for  last  year  was  less  than 

; $500,000. 


Similarly,  the  DPH  budget  for  capital  and  facilities  maintenance  has  been  declining  in  recent  years, 
particularly  for  San  Francisco  General  Hospital.  Below  is  the  budget  for  capital  and  facilities 
maintenance  for  the  last  six  years. 

Table  12 

Department  Facilities  and  Capital  Budget 
Fiscal  Year  1994-95  to  1999-00) 


Facilities  Maintenance  (In  Thousands) 


FY  94/95 

FY  95/96 

FY  96/97 

FY  97/98 

FY  98/99 

FY  99/00 

FY  00/01 

SFGH 

,838 

1,950 

1,155 

1,000 

1,150 

1,440 

1,150 

LHH 

200 

175 

200 

200 

2001 

225 

225 

Primary  Care 

75 

67 

80 

80 

- 

210 

507 

PHP 

22 

19 

50 

50 

40 

401 

501 

Central 

Admin 

27 

24 

40 

40 

40 

40 

Total 

2,162 

2,235 

1,525 

1,370 

1,430 

1,955 

1,979 

Capital  (In  Thousands) 


FY  94/95 

FY  95/96 

FY  96/97 

FY  97/98 

FY  98/99 

FY  99/00 

FY  00/01 

SFGH 

2,008 

2,196 

3,120 

120 

510 

150 

1,098 

LHH 

484 

- 

- 

- 

2,857 

1,867 

9901 

Primary  Care 

- 

- 

- 

- 

1,590 

- 

400 

PHP 

- 

- 

- 

- 

501 

- 

- 

Central 

Admin 

17 

15 

i 

- 

‘/’l 

- 

: 

Total 

2,509 

2,211 

3,120 

120 

5,007 

2,017 

2,488 

Finally,  the  Department’s  ancillary  and  administrative  services  in  the  Community  Health  Network 
(CHN)and  the  Population  Health  and  Prevention  (PHP)  Divisions  are  not  adequately  funded,  given 
the  expansion  of  service  programs  in  the  past  several  years.  For  example,  insufficient  staffing  exists 
in  medical  records,  housekeeping,  and  radiology.  In  administrative  areas,  additional  staff  is  needed 
in  human  resources,  management  information  systems,  accounting,  contract  development  and 
evaluation,  and  compliance.  As  new  programs  were  developed,  ancillary  and  administrative  staff 
positions  were  not  added  to  administer,  monitor  and  account  for  these  new  services.  The 
Department  has  experienced  budget  deficits  over  the  last  several  that  have  resulted  in  reductions  in 
staffing,  which  has  disproportionately  cut  support  personnel  in  favor  of  personnel  assigned  to  direct 
patient  care.  For  example,  as  a result  of  the  deficit  in  fiscal  year  1998-99,  the  Department  cut  129 
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positions  from  the  current  year  budget  that  included  a number  of  administrative  and  support 
personnel.  As  a result,  there  is  an  inadequate  level  of  infrastructure  to  support  the  current  service 
delivery  network  throughout  the  Department. 

Given  the  current  level  of  funding  for  Department  infrastructure,  a significant  amount  of  increased 
resources  are  necessary  to  adequately  fund  infrastructure  needs. 

♦ Equipment:  The  estimated  cost  to  adequately  fund  equipment  purchases  is  $10  million.  Funding 
is  also  needed  to  maintain  equipment  and  to  replace  equipment  that  is  well  beyond  its  normal 
service  life  of  7-10  years  for  larger  pieces  of  equipment.  Without  additional  funding  to  replace 
aging  equipment,  there  will  be  an  increased  need  for  personnel  to  maintain  and  repair  equipment 
beyond  its  useful  life  and  increased  costs  for  replacement  parts  necessary  to  assure  reliable 
service. 

♦ MIS:  The  estimated  cost  to  adequately  fund  MIS  equipment  is  $23  million  over  the  next  three 
years,  based  on  MIS  plan  mentioned  above. 

♦ Facility  Maintenance:  The  estimated  cost  to  adequately  fund  facility  maintenance  is  $4.5  million, 
with  an  annual  inflation  cost  of  at  least  5%.  Included  in  this  number  is  a small  increase  in 
personnel  assigned  to  CHN  Facility  Maintenance  to  accommodate  this  higher  level  of  spending. 
This  increased  staffing  level  will  be  used  to  tackle  years  of  accumulated  deferred  maintenance 
and  respond  more  proactively  to  the  changing  health  care  environment.  There  are  on-going 
costs  to  maintain  existing  structures  that  are  estimated  to  be  at  least  $5  million  annually.  CHN 
Facilities  Maintenance  has  proposed  the  creation  of  an  in-house  maintenance  and  construction 
team  to  respond  to  facility  requests  more  quickly,  at  less  cost  and  with  a higher  quality  product. 

♦ Support  Staff:  The  estimated  cost  to  adequately  fund  additional  support  personnel  is  $1.4 
million.  This  assumes  creation  of  20  additional  full-time  equivalents  (FTE’s)  for  support 
functions  such  as  medical  records,  housekeeping,  quality  assurance,  finance,  human  resources 
and  contract  compliance.  These  are  functions  that  have  experienced  reductions  in  positions  over 
the  last  few  years  when  decisions  were  made  to  reduce  administrative  staff  in  lieu  of  program 
cuts.  Increased  staffing  for  these  positions  will  more  adequately  support  the  programs  and 
services  of  the  Department  of  Public  Health. 


3.  Welfare  Reform  and  Medi-  Cal  Eligibility 

The  Steering  Committee  reviewed  caseload  data  and  trends  from  the  Department  of  Human 
Services  for  each  of  its  assistance  programs.  This  review  was  conducted  in  light  of  the 
implementation  of  welfare  reform  to  determine  if  current  clients  who  qualify  for  Medi- Cal  are  at  risk 
of  losing  their  coverage  once  they  transition  from  the  program.  The  data  indicates  that  although 
welfare  reform  has  encouraged  individuals  to  transition  from  aid,  the  Medi- Cal  caseload  has 
remained  fairly  constant.  The  Medi- Cal  caseload  has  stayed  relatively  stable  in  part  due  to  the 
transitional  Medi-Cal  program,  which  allows  individuals  to  stay  on  Medi-Cal  for  a two  year  period 
once  they  no  longer  qualify  for  the  CalWORKs  or  other  assistance  programs.  In  addition,  this  is  due 
to  the  fact  that  the  non- assistance  Medi-Cal  caseload  has  grown  at  approximately  the  same  rate  as 
the  decline  in  caseload  among  CalWORKS  recipients  with  Medi-Cal. 
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Table  13 

Medi-Cal  Caseload 

Medi-Cal 

FY  95-96  To  FY  99-00 
Number  of  Cases 

QQ-nn 
35,679 


32,008 


Qfi-07 

34,105 


Q7-QR  Qa-QQ 

36,115  35,651 


Overall,  San  Francisco  has  seen  a decline  in  welfare  cases  (Cal WORKs,  County  Adult  Assistance 
Program,  Food  Stamp  Program).  The  caseload  for  Foster  Care  and  SSI  is  stable  and  the  caseload 
for  In  Home  Supportive  Services  is  increasing  (see  attachment  for  a breakdown  on  caseload). 

Chart  11 

Department  of  Human  Services  Caseload 


DHS  Caseload 
FY  95-96  to  FY  99-00 
Number  of  Cases 


95-96  96-97  97-98  98-99  99-00 


Welfare  reform  has  eliminated  automatic  eligibility  for  Medi-Cal  for  welfare  recipients  and  that 
former  CalWORKs  recipients  must  re-enroll  in  Medi-Cal.  However,  existing  regulations  and  the 
current  re-enrollment  system  is  cumbersome  and  time  consuming,  and  some  participants  may  be 
eligible  but  do  not  access  the  program  because  of  the  additional  bureaucratic  burden  it  places  on 
recipients.  In  addition,  we  found  that  there  may  be  populations  that  are  Medi-Cal  eligible  but  not 
enrolled,  such  as  immigrants  and  “working  poor”  families  because  of  inadequate  information,  or 
fear  of  reprisals  from  the  Immigration  Service  for  seeking  health  care  coverage  through  the  Medi- 
Cal  program.  In  reviewing  the  caseload  and  eligibility  criteria  for  individuals  who  do  not  qualify  for 
cash  assistance  but  do  qualify  for  the  food  stamp  program,  the  committee  found  that  the  regulations 
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were  vague  and  could  be  misunderstood  by  eligibility  workers,  advocates  and  clients.  We  found  that 
there  is  a need  for  further  dissemination  of  information  on  Medi-Cal  eligibility  criteria  for  Food 
Stamp  Program  recipients  (non-cash  assistance  recipients)  in  order  to  increase  Medi-Cal  eligibility  to 
all  persons  who  qualify. 

Representatives  of  the  San  Francisco  Department  of  Human  Services  reported  that  there  may  be 
significant  savings  to  aid  payments  throughout  the  State,  due  in  part  of  declining  caseloads,  and  also 
because  of  delayed  start  up  of  training  and  back  to  work  programs.  It  was  noted  that  there  are  no 
savings  anticipated  within  the  Gty  and  County  Department  of  Human  Services.  This  is  primarily 
because  unspent  aid  payment  funding  has  been  used  to  increase  substance  abuse  and  mental  health 
services  to  welfare-to-work  participants.  However,  in  other  counties,  unspent  funds  for  aid 
payments  may  be  available.  Members  of  the  sub-committee  suggested  that  we  seek  a mechanism  to 
re-allocate  savings  throughout  the  State  to  high  need  counties,  such  as  San  Francisco,  in  order  to 
increase  supportive  services  needed  for  our  populations. 

Sub-committee  members  advocated  for  increased  allocation  of  eligibility  workers  in  non-profit  and 
Department  providers  in  order  to  capture  additional  eligible  populations  into  various  aid  programs. 

4.  Legislative  Initiatives 

There  are  a number  of  legislative  efforts  in  which  the  Gty  and  County  is  involved  that  directly  relate 
to  access  to  care  and  its  impact  on  funding.  The  Steering  Committee  examined  a number  of 
legislative  issues  that  are  relevant  to  the  Department’s  strategic  planning  process. 

Medi-Cal 

Fee-for-Seruce  Remhwrsement  Rates 

California  ranks  48th  out  of  the  50  states  in  Medi-Cal  expenditures  due  in  large  part  to  low  fee-for- 
service  reimbursement  rates  and  limited  eligibility  guidelines.  Medi-Cal  reimbursement  rates  affect 
not  only  the  Medi-Cal  population,  but  also  the  uninsured,  as  many  of  the  providers  who  care  for  this 
population  are  also  Medi-Cal  providers.  In  the  past,  these  providers  were  often  able  to  use  their 
income  from  the  Medi-Cal  program  to  subsidize  uncompensated  care.  However,  with  the 
introduction  of  managed  care  and  the  flat  growth  rate  of  Medi-Cal  rates,  providers  are  unable  to 
offset  the  cost  of  care  for  the  uninsured. 

Disproportionate  Share  Hospital  (DSH)  Program  (SB  855) 

The  Balanced  Budget  Act  of  1997  (BBA)  capped  federal  allotments  to  the  Statewide 
Disproportionate  Share  Hospital  (DSH)  program  (also  known  as  SB855).  Under  the  BBA,  specific 
State  allotments  were  established  for  fiscal  years  1998  through  2002.  Beyond  2002,  federal  DSH 
allotments  for  states  were  capped.  There  is  significant  interest  in  Congress  to  reduce  the  proposed 
reductions  in  the  DSH  program  because  of  their  onerous  impact  on  safety  net  providers. 

Federally  Qualified  Health  Centers  (FQHC) 

The  Department  operates  primary  care  clinics  that  receive  cost-based  reimbursement  from  Medi- 
Cal’s  FQHC  program.  The  BBA  allows  states  to  phase  out  cost-based  reimbursement  for  FQHG 
beginning  in  FY  2000.  However,  if  cost- based  reimbursement  to  FQHG  is  phased  out,  the 
Department  would  need  approximately  $21  million  in  additional  general  fund  dollars  to  provide 
these  services  to  Medi-Cal  beneficiaries.  The  State  continues  to  reimburse  FQHG  at  100%  of 
reasonable  costs  instead  of  phasing  out  cost- based  reimbursement  as  allowed  by  federal  law. 


Eligibility 

The  Gty  consistently  supports  legislation  to  expand  access  to  Medi-Cal  and  other  public-funded 
health  care  coverage  programs.  Last  year  the  Governor  expanded  eligibility  to  Medi-Cal,  thereby 
reducing  the  number  of  uninsured. 

Mental  Health 

Mental  health  professionals  have  long  been  advocating  for  mental  health  parity  in  treatment.  That 
is,  insurance  coverage  for  mental  illness  on  a level  equal  to  that  of  physical  illness.  This  fall, 
Governor  Davis  signed  into  law  AB  88  (Thomson)  which  requires  health  plans  cover  a limited  set  of 
"severe  mental  illnesses"  at  the  same  benefit  level,  co-payment  and  deductible  applied  to  physical 
health  services.  While  this  is  a good  step,  the  limited  scope  of  mental  illnesses  required  to  be 
covered  under  AB  88  perpetuate  the  disparity  in  the  coverage  of  mental  illness  when  compared  to 
physical  illness. 

Ryan  White  Care  Act 

There  are  an  estimated  20,000  people  living  with  HIV  disease  in  the  San  Francisco  Eligible 
Metropolitan  Area,  which  includes  the  counties  of  San  Francisco,  San  Mateo  and  Marin.  More  than 
15,000  of  those  are  San  Franciscans.  Compared  to  other  eligible  metropolitan  areas  nationwide,  San 
Francisco  continues  to  have  the  highest  rate  of  total  AIDS  cases  per  100,000  residents,  the  fourth 
highest  number  of  living  AIDS  cases,  and  the  third  highest  rate  of  new  AIDS  cases.  The  Ryan 
White  Comprehensive  AIDS  Resources  Emergency  Act  (CARE  Act)  was  recently  reauthorized  to 
continue  vital  HTV/ AIDS  funding. 

Long  Term  Care 

In  response  to  the  Long-Term  Care  Integration  Pilot  Program  (AB1040),  the  Gty  is  developing  a 
proposal  to  establish  a more  coordinated  system  of  long-term  care  in  San  Francisco.  One  of  the 
objectives  of  the  State’s  program  was  to  provide  a continuum  of  community- based,  social  and  health 
services  that  fosters  self-reliance.  The  fiscal  impact  of  expanding  access  to  community- based 
alternatives  and  thus  enabling  consumers  to  live  as  independently  as  possible  is  that  fewer  people 
will  need  institutional  care. 

Universal  Health  Care 

California’s  Welfare  and  Institutions  Code  Section  17000  requires  California  counties  to  provide 
health  care  services  to  indigent  persons.  In  May  1998,  the  Mayor’s  Blue  Ribbon  Committee  on 
Universal  Health  Care  reported  that  an  estimated  130,000  San  Franciscans  were  uninsured  - now 
estimated  to  have  increased  to  135,000.  Last  year,  the  Governor  signed  SB  480  (Solis)  which 
requires  a report  on  the  options  for  achieving  universal  health  care  coverage  be  submitted  to  the 
Legislature  by  December  15,  2000.  In  addition,  the  legislation  mandates  that  a process  to  develop 
these  options  be  established  and  that  an  annual  report  on  the  progress  of  improving  health  care 
coverage  also  be  submitted  to  the  Legislature  beginning  on  December  1, 2000. 

B.  Community  and  Staff  Perspective 

During  the  strategic  planning  initiative,  the  Department  conducted  many  informational  forums  and 
town  hall  meetings  to  gather  information,  and  receive  suggestions  and  comments  from  staff, 
consumers,  contractors,  and  the  public.  Some  comments  offered  suggestions  to  address  financial 
problems  within  the  Department.  In  general,  the  Department  was  informed  by  staff,  advocates,  and 
providers  that  deficiencies  in  revenues  and  reductions  to  expenditures  have  limited  the  Department’s 
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ability  to  promote  the  public’s  health  and  to  deliver  appropriate  levels  of  health  care.  This  section  of 

the  report  recognizes  these  concerns,  and  makes  recommendations  to  address  these  areas.  The 

comments  noted  as  follows: 

♦ Salary  savings  are  too  high  in  the  Department,  requiring  that  nearly  10%  of  the  workforce  be 
vacant  at  any  time.  Hiring  freezes  cause  morale  problems  and  excessive  use  of  overtime  and 
compensatory  time. 

♦ Funding  for  materials  and  supplies,  including  pharmaceuticals  is  not  keeping  up  with  inflation 
and  enhancements  in  technology. 

♦ Funding  for  facilities  maintenance  and  equipment  is  inadequate,  leaving  health  facilities  in 
disrepair  and  without  needed  equipment. 

♦ Contracting  with  community  based  organizations  for  health  services  provides  the  Department 
more  flexibility,  provides  more  access  to  culturally  competent  services,  and  enables  the 
Department  to  serve  communities  that  a large  bureaucracy  may  not  easily  reach.  In  many 
instances,  contracting  with  community  based  organizations  cost  less  than  providing  the  same 
services  through  county-run  programs.  However,  over  the  years,  the  salaries  and  benefits  of 
community  based  organizations  have  not  kept  up  with  the  cost  of  living  in  San  Francisco,  and 
agencies  have  significant  difficulties  in  recruiting  and  retaining  experienced  staff. 

♦ The  Department  has  no  pmdent  revenue  reserve  to  protect  against  unexpected  losses  to 
revenues,  requiring  the  use  of  hiring  freezes,  and  deferral  of  projects  and  programs  in  order  to 
achieve  expenditure  savings  to  offset  revenue  losses. 

♦ Financial  information  on  revenues  and  expenses  (although  presented  to  the  Health  Commission) 
is  not  communicated  consistently  to  staff,  leaving  them  with  inadequate  information  to 
understand  the  financial  constraints  on  the  Department  and/ or  advocate  for  increased  funding. 

♦ Declining  State  and  Federal  revenues  and  increasing  operating  costs  result  in  a greater 
dependence  on  the  Cit/s  General  Fund.  However,  because  large  increases  to  the  Department’s 
General  Fund  allocation  have  been  allocated  to  offset  losses  to  revenues,  the  Department  has 
been  unable  to  meet  the  increased  need  for  direct  health  services. 

♦ Lobbying  and  advocacy  for  increasing  funds  to  the  safety  net  health  care  system  in  San 
Francisco  has  not  resulted  in  sufficient  funding.  Additional  advocacy  may  increase  the  overall 
funding  allocations  and  make  the  public  more  aware  of  the  health  needs  to  the  poor  and 
uninsured  in  the  Gty. 
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B.  What  are  Potential  Strategies  to  Enhance  Revenues  and  Reduce  Expenditures? 

On  a regular  basis,  the  Department  identifies  mechanisms  to  enhance  revenues  and  reduce 
expenditures.  Many  of  the  recommendation  sited  below  are  currendy  undertaken  by  the 
Department.  However,  the  Steering  Committe  believes  that  these  activities  can  be  enhanced  lurther. 
The  Steering  Committee  explored  a number  of  ways  to  increase  existing  revenues  or  to  find  new 
sources  of  funding.  Many  of  these  options  are  currently  employed  by  the  Department,  but  inclusion 
in  the  strategic  plan  will  serve  as  documentation  of  these  strategies. 


Increase  Grants  and  Outside  Funding  Sources  , , 

One  of  the  first  ways  to  increase  revenue  is  to  secure  funding  from  sources  outside  ot  the 
Department  and  the  City  and  County  of  San  Francisco.  Population  Health  and  Prevention  (PHI ) 
currendy  has  a significant  amount  of  revenue  from  grants  and  other  outside  funding  sources. 
However,  given  projected  reductions  in  Ryan  White  CARE  funding  and  the  recent  loss  of  a 
significant  amount  of  McKinney  funding,  efforts  to  secure  additional  grant  funding  will  be  necessary 
to  maintain  services.  The  Department  is  proposing  to  hire  a grant  wnter,  whose  sole  responsibility 
will  be  to  assist  the  Department  in  securing  additional  grant  funding.  This  will  assist  in  the  process 
to  secure  additional  outside  funding. 


in  i laiming  nitons  . 

Efforts  to  increase  billing  and  claiming  activities  may  result  in  addition^  revenues.  Revenues  trom 
billing  and  claiming  activities  at  San  Francisco  General  Hospital  (SFGH)  and  LagunaHonda 
Hospital  and  Rehabilitation  Center  (LHH)  represent  a significant  source  of  revenues.  The  two 
hospitals  are  aggressive  about  billing  and  claiming  revenues  and  have  extensive  patient  accounting 
staff  and  systems  to  assist  in  these  efforts.  Revenues  from  billing  and  claiming  actrvines  in  PHP 
represent  a much  smaller  source  of  revenues  and  as  a result,  PHP  has  less  infrastructure  dedicated  to 
these  efforts. 

Increased  billing  and  claiming  efforts,  particularly  in  PHP,  potentially  could  increase  revenues.  One 
option  is  to  establish  a department-wide  revenue  maximization  team  that  will  identify  opportunities 
to  increase  claims,  review  and  optimize  billing  practices,  create  efficiencies  to  reduce  administrative 
costs  associated  with  claims,  and  coordinate  compliance  efforts  to  reduce  audit  disallowances.  A 
revenue  maximization  team,  housed  along  side  department  compliance  officers  could  create  a 
department- wide  program  that  focuses  on  increasing  front  end  claiming  and  reducing  back  end 
disallowances. 

Another  option  is  to  explore  the  use  of  revenue  recovery  firms  such  as  those  used  in  the  hospitals. 
Both  hospitals  employ  the  sendees  of  outside  firms  to  review  and  recover  revenues.  One  option  is 
to  apply  this  revenue  recovery  principal  to  community-based  organizations  Community  based 
organizations  that  bill  for  services  could  be  examined  to  determine  if  additional  revenues  could  be 
recovered  with  more  aggressive  billing  and  claiming  procedures.  This  may  require  that  contractors 
track  and  report  services  in  more  detail  than  currendy  m order  to  identify  services  that  are 
reimbursable  and  to  bill  for  these  services  separately  from  non-reimbursable  services.  Any  effort  to 
pursue  additional  revenues  must  weigh  the  administrative  costs  to  capture  and  report  claims  with  the 
benefit  of  actual  revenues  recovered.  In  some  instances,  the  administrative  costs  may  be  higher  than 
the  revenue  recovered. 
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Increase  or  Expand  Eligibility 

Many  Department  clients  may  be  eligible  for  publicly- funded  health  care  coverage,  but  are  not 
enrolled  in  insurance  programs.  The  impact  of  welfare  reform  has  furthered  the  need  to  ensure  that 
eligible  recipients  retain  their  Medi-Cal  eligibility.  Expanding  outreach  efforts  to  increase  Medi-Cal 
enrollment  and  educate  potential  recipients  of  new  regulations,  requirements  and  eligibility  criteria 
would  have  a beneficial  effect  for  both  the  uninsured  resident  and  the  Department.  In  order  to  l 
expand  eligibility,  the  Department  should  work  closely  with  the  Department  of  Human  Services  and 
the  San  Francisco  Unified  School  District  to  identify  families  that  are  eligible  for  Healthy  Families, 
Access  to  Infants  and  Mothers,  California  Kids  or  other  subsidized  programs.  Efforts  to  increase 
or  expand  eligibility  will  likely  require  an  increase  in  the  number  of  eligibility  workers  system- wide  to 
increase  access  to  Medi-Cal.  The  City  should  also  pursue  options  to  re-allocate  Statewide  welfare 
savings  to  other  San  Francisco  health  programs. 

Identify  Mutual  Clients  of  the  Departments  of  Public  Health  and  Human  Services 
The  Department  of  Public  Health  (DPH)  and  the  Department  Human  Services  (DHS)  have  worked 
to  identify  mutual  clients  of  both  departments  in  order  to  leverage  or  maximize  revenues.  DPH  and 
DHS  currently  do  a data  match  to  claim  the  cost  of  DPH  mental  health  and  substance  abuse 
services  delivered  to  DHS  CalWORKs  and  Personal  Assisted  Employment  Services  clients.  By 
performing  this  data  match  and  identifying  mutual  clients  of  both  agencies,  DHS  can  claim  federal 
and  State  revenues  that  are  transferred  to  DPH  to  offset  general  fund  expenses.  Coordination 
between  the  two  departments  to  case  manage  mutual  clients,  particularly  high  utilizers  of  services, 
may  result  in  cost  savings. 

Review  User  Fees 

The  Department  has  a number  of  fees  that  are  a source  of  revenues.  One  option  to  increase 
revenues  is  to  review  user  fees  to  determine  if  fees  continue  to  recover  costs  and  whether  any 
opportunities  exist  to  increase  fees,  particularly  fees  charged  to  outside  users  that  have  a private 
source  of  funding. 

Leverage  Funding 

Another  way  to  increase  revenues  is  to  use  new  or  existing  funds  to  leverage  another  source  of 
funds,  thus  maximizing  revenues.  The  work  group  on  blended  funding  and  integrated  service  has 
discussed  leveraged  funding  in  detail. 

As  an  example,  PHP  has  an  opportunity  to  leverage  additional  funding  for  maternal  and  child  health 
programs  if  a source  of  the  25%  State  match  can  be  obtained.  If  a new  source  of  funds  is  identified, 
Maternal  and  Child  Health  (MCH)  can  use  $1.00  to  serve  as  the  State  match  to  leverage  an 
additional  $3.00  in  federal  funds.  However,  a new  source  of  funds  must  be  identified  for  the  25% 
State  match  before  MCH  can  leverage  these  funds.  If  funding  is  found  for  the  State  match,  this 
revenue  source  could  be  used  to  provide  a public  health  nurse  in  shelters. 

Advocate  for  Legislative  Changes 

The  Steering  Committee  recognizes  the  importance  of  advocating  for  legislative  reforms  that  will 
increase  revenues  and  reimbursement  rates.  These  legislative  efforts  can  be  at  the  federal,  state  and 
local  levels.  On  the  federal  level,  the  Committee  advocates  for: 

♦ Advocate  for  the  maintenance  of  federal  DSH  allotments  to  public  hospitals. 

♦ Support  legislation  to  continue  cost-based  FQHC  reimbursement. 
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♦ Support  and/ or  sponsor  legislation  to  seek  an  alternative  managed  care  model  for  Medi-Cal 
beneficiaries. 

♦ Advocate  for  increased  funding  in  the  Ryan  White  CARE  reauthorization  bill  to  insure  the 
continuation  of  HIV  services  to  San  Francisco  residents. 

♦ Support  efforts  to  maintain  the  waiver  that  created  the  mental  health  carve  out. 

♦ Support  further  legislative  efforts  to  achieve  mental  health  parity  with  physical  health 
benefits  and  to  expand  the  scope  of  mental  health  benefits  provided  in  private  health  plans. 

On  the  State  level,  advocacy  could  take  the  form  of: 

♦ Advocate  for  increased  Medi-Cal  reimbursement  rates  in  California. 

♦ Advocate  on  the  State  level  to  convert  to  risk  adjusted  rates  for  Medi-Cal  managed  care. 

On  the  local  level,  Committee  members  recommend  that  the  Department: 

♦ Advocate  for  add  back  funding  from  the  Board  of  Supervisors  that  is  consistent  with  the 
Department’s  funding  priorities.  This  advocacy  would  occur  in  the  months  prior  to  the 
allocation  of  add  back  funding. 

♦ Continue  long-term  care  planning  efforts  and  advocate  for  a long-term  care  pilot  project  in 
San  Francisco. 

♦ Develop  a universal  health  care  pilot  project  in  San  Francisco  and  support  State  and  Federal 
initiatives  for  universal  health  care. 


Expenditure  Reductions  Tools 

The  Department  currendy  uses  a number  of  tools  that  it  may  wish  to  expand  when  considering 
expenditure  reductions.  These  tools  serve  as  a guideline  to  measure,  assess  and  prioritize  services 
and  programs.  These  expenditure  reduction  tools  also  serve  as  a “methodology”  to  implement 
expenditure  reductions.  Recommended  expenditure  reduction  tools  are: 


♦ Productivity  Standards  and  Benchmarks:  To  assess  the  productivity  of  comparable  services. 
Productivity  standards  and  benchmarks  are  being  discussed  in  detail  in  the  work  group  on 
benchmarks.  In  addition,  it  is  recommended  that  standardized  staffing  models  could  be 
explored  for  possible  application  to  other  DPH  staff  as  a way  to  contain  personnel  costs.  One 
example  of  a standardized  staffing  model  is  the  nurse  model  used  at  SFGH 

♦ Program  Evaluations:  To  assess  program  performance  and  service  quality.  The  Department 
should  continue  to  use  program  evaluations  when  considering  program  reductions. 

♦ Need  Assessments:  To  determine  the  relative  need  for  services  by  target  population.  The 
Department  should  continue  to  use  needs  assessments  to  evaluate  services. 

♦ Cost  Analysis:  To  measure  the  cost  of  services  or  programs.  Costs  may  be  measured  in  various 
ways  such  as  cost  per  unit  of  service,  comparable  cost  per  program,  cost  per  modality  (e.g.  cost 
of  HTV  outreach  vs.  cost  of  substance  abuse  outreach),  cost  per  client/ patient.  The  Department 
of  Fkiman  Services  has  conducted  preliminary  cost  analyses  such  as  cost  per  family  to  determine 
high  users  of  services  and  also  cost  analyses  by  cost  center  to  identify  high  cost  programs. 
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3.  Expenditure  Reductions  Strategies 


Once  expenditure  reduction  tools  to  assess  productivity,  performance  and  cost  of  services  have  been 
completed,  expenditure  reduction  strategies  must  be  identified.  A number  of  expenditure  reduction 
strategies  have  been  used  by  the  Department  in  the  past  and  have  been  recommended  by  the  work 
group.  Expenditure  reduction  strategies  include: 

Administrative  Strategies 

♦ Transfer  one-time  savings  from  delays  in  program  start-up  or  under  utilized  services  to  other 
one-time  programs  or  infrastructure  needs. 

♦ Shift  general  fund  staff  to  grant  funding  in  order  to  reduce  general  fund  expenditures. 

♦ Employ  cost  caps  to  contain  costs  and  specify  the  maximum  cost  for  contracted  services. 

♦ Employ  technology  enhancements  to  increase  efficiency.  This  could  involve  the  automation  of 
manual  tasks  or  other  technologies  that  will  increase  productivity  or  reduce  personnel  or 
operating  expenses. 

♦ Gain  economies  of  scale.  Economies  of  scale  might  be  achieved  by  both  contractors  as  well  as 
DPR 

Programmatic  Strategies 

♦ Increase  or  enhance  prevention  efforts  to  reduce  the  use  of  higher  cost  treatment  and 
institutional  care. 

♦ Reorganize  services  to  reduce  costs.  Services  or  staff  can  be  consolidated  to  reduce  overhead 
and  administrative  costs. 

♦ Increase  productivity.  Productivity  gains  may  require  the  reorganization  of  staff  or  services. 

♦ Prioritize  services  or  target  populations  and  focus  funding  on  high  priority  populations  and 
services. 

♦ Contract  out  of  services.  Reinventing  government  might  require  the  examination  of  the  cost  to 
operate  vs.  the  cost  to  contract  out  services  that  are  traditionally  provided  in-house. 

♦ Co- locate  services  with  other  Gty  departments  and  community  based  organizations  whenever 
possible  to  reduce  costs  and  enhance  service  delivery.  One  example  is  to  house  DHS  services  in 
DPH  health  centers. 

4.  Policy  Principles 

The  Steering  Committee  discussed  a number  of  issues  impacting  the  funding  for  the  Department.  In 
this  process  a number  of  recommendations  have  been  developed  to  identify  and  address  the 
dramatic  revenue  shortfalls  faced  by  the  Department  as  well  as  efforts  to  control  expenditures.  In 
some  instances,  the  Department  has  been  able  to  reduce  expenditures  so  that  significant  reductions 
in  programs  or  services  have  not  been  required.  However,  as  is  the  case  more  recendy,  large 
revenue  deficits  have  required  significant  reductions  in  expenditures,  thus  requiring  reductions  in 
services  and  programs. 

The  above  identified  expenditure  reduction  tools  and  strategies  have  been  included  as  a way  to 
document  proven  strategies  used  in  the  past  by  the  Department.  However,  at  some  point,  these 
expenditure  reduction  strategies  erode  the  infrastructure  of  the  Department  health  and  mental  health 
care  system  sufficiently  to  adversely  impact  operations  and  services.  An  example  is  deferred  capital 


104 


and  equipment.  Some  capital  investment  and  equipment  acquisitions  can  be  deferred  without 
adversely  impacting  operations,  particularly  when  deferrals  are  for  one  year  only.  However,  when 
capital  and  equipment  are  repeatedly  deferred  such  that  the  buildings  and  structures  deteriorate  or 
are  functionally  inadequate  to  meet  current  health  care  delivery  requirements,  then  deferral  is  not  in 
the  best  interest  of  the  Department. 

As  a result,  the  work  group  recommends  that  when  funding  levels  for  personnel,  operating 
expenses,  capital  and  equipment  reach  the  point  that  they  are  inadequate  to  maintain  the  level  of 
services,  programs  and  services  should  be  eliminated  or  reduced  rather  than  to  contribute  to  further 
erosion  of  the  Department’s  infrastructure.  In  the  current  year,  Population  Health  and  Prevention 
(PHP)  made  a policy  decision  to  reduce  services  in  order  to  fund  contractor  costs  of  doing  business 
and  labor  increases,  when  additional  funding  was  not  available.  As  a result,  PHP  negotiated 
reductions  in  units  of  service  in  return  for  higher  funding  for  personnel  and  operating  expenses  for 
contractors. 
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C Does  Caring  for  the  Insured  Financially  Allow  the  Department  to  Cover  a Portion  of  the 
Costs  of  the  Uninsured? 

A financial  analysis  was  undertaken  to  determine  whether  revenue  is  generated  from  paying  clients 
to  support  cross  subsidization  for  indigent  clients.  This  analysis  relates  principally  to  medical 
services  provided  in  the  Community  Health  Network.  This  section  does  not  make  any 
recommendations  with  respect  to  this  question,  but  offers  findings  based  on  the  analysis. 

The  financial  analysis  determined  whether  Medicare  and  Medi-Cal  subsidizes  services  to  indigent 
patients.  A corollary  question  involved  determining  if  increasing  the  number  of  sponsored  patients 
would  increase  the  subsidy  for  indigent  care.  The  following  is  a detail  of  revenue  and  costs  by  major 
payment  source  for  fiscal  years  ending  1999  and  2000  (see  Table  13,  page  117).  This  section  of  the 
report  offers  no  recommendations,  but  findings  related  to  the  analysis. 

In  analyzing  the  total  costs  of  services  and  the  reimbursements  derived  by  payors,  it  is  clear  that 
except  for  Medicare,  other  payors’  net  revenue  are  not  covering  the  full  cost  of  services  provided. 
Specifically,  the  analysis  shows  that: 

♦ Medi-Cal:  The  analysis  indicates  that  Medi-Cal  reimbursement  does  not  cover  the  costs  of 
services  provided  to  the  Medi-Cal  population,  therefore  making  cross- subsidization  unrealistic. 
The  Medi-Cal  net  loss  amounted  to  $9.6  million  in  fiscal  year  (FY)  1999-00,  even  with  an 
increase  in  the  State’s  per-diem  rate. 

The  analysis  examined  how  much  increased  Medi-Cal  inpatient  capacity  would  be  required  in 
order  for  the  reimbursement  to  recover  the  cost,  and  begin  to  cross-subsidize  indigent  care.  The 
analysis  showed  that  increasing  the  days  for  Medi-Cal  would  not  contribute  to  subsidizing  the 
indigent  care  and  depending  upon  acuity  and  resource  consumption,  may  require  more  funding. 
If  Medi-Cal  patients  were  increased,  revenues  would  need  to  be  increased  to  fund  additional 
nursing  and  direct  patient  care.  This  amount  is  estimated  to  be  more  than  one-half  of  the 
reimbursement  rate.  Assuming  that  the  remaining  amount  of  the  per  diem  reimbursement  is  the 
marginal  contribution,  (approximately  $400  per  day),  approximately  66  beds  need  to  be  added 
before  any  contribution  is  made  to  indigent  costs.  (This  is  assumed  by  taking  the  $9.6  million 
shortfall  divided  by  $400  marginal  profit  = 24,000  days  needed  to  cover  the  shortfall,  divided  by 
365  days  in  year.)  This  increase  in  capacity  would  also  have  to  assume  that  no  additional  fixed  or 
overhead  costs  would  be  added.  It  is  unlikely  that  the  hospital  could  increase  the  Medi-Cal 
capacity  by  this  amount  without  increasing  the  overhead  or  fixed  costs. 

♦ Medicare:  On  the  whole,  Medicare  reimbursement  covers  the  costs  incurred  at  the  hospital,  and 
has  contributed  to  funding  shortfalls  from  other  payors.  However,  due  to  the  Balanced  Budget 
Act,  the  net  gain  realized  for  providing  services  to  Medicare  recipients  has  been  reduced  over  the 
past  three  years,  and  is  expected  to  decline  in  the  next  four  years.  If  additional  Medicare 
inpatient  days  were  added  to  the  current  capacity,  the  revenue  could  contribute  marginally  to  the 
bottom  line.  However,  this  cross- subsidization  is  not  expected  to  continue  because  significant 
reimbursement  reductions  are  anticipated  to  Medicare.  Approximately  15%  of  the  SFGH 
services  are  for  Medicare  patients.  Most  of  these  patients  have  Medi-Cal  cross-over  coverage.  It 
would  appear  that  increasing  the  Medicare  volume  could  contribute  to  funding  indigent  costs. 
However,  prior  San  Francisco  General  Hospital  (SFGH)  evaluations  have  concluded  that 


106 


Medicare  patients  with  supplemental  coverage  other  than  Medi-Cal,  probably  would  not  elect  to 
use  SFGH 

♦ Capitated  Sources:  For  revenues  derived  from  programs  that  reimburse  based  on  capitation,  the 
loss  is  $3.5  million.  These  revenues  therefore  cannot  be  used  to  cross- subsidize  indigent  care. 
Short-Doyle  Medi-Cal  revenue  does  not  cover  the  costs  of  inpatient  and  outpatient  pyschiatric 
hospital  care,  resulting  in  a loss  of  $10  million.  This  is  due  to  the  high  level  of  decertification 
and  denial  rates  for  inpatient  psychiatric  services.  Therefore,  this  revenue  sources  cannot  be 
used  to  cross-subsidize  indigent  care. 

The  total  net  loss  for  providing  care  to  sponsored  patients,  after  accounting  for  net  revenue  is  over 
$17  million.  The  costs  of  operations  are  increasing  and  revenue  is  declining,  increasing  the  need  for 
other  patient  revenues. 

♦ Indigent  Care  Revenues:  The  Department  receives  revenues  for  non-insured  patients  from 
patient  payments.  However,  this  amount  is  minimal  in  comparison  to  providing  the  services  to 
the  indigent  and  non-insured  population.  The  cost  to  provide  services  exceed  revenues  by 
$180.3  million.  The  Department  obtains  local,  State  and  Federal  allocations  to  fund  health  care 
to  the  indigent  and  uninsured  population.  In  addition,  these  revenue  sources  are  used  to  cover 
the  shortfall  in  funding  for  services  to  the  sponsored  patient  populations.  Over  the  past  two 
years,  these  allocations  have  been  insufficient  to  pay  for  the  cost  of  operations. 

For  FY1999-00,  the  Department  received  $70  million  in  funding  from  various  State  and  Federal 
sources  to  fund  health  care  services  to  safety  net  patients.  In  addition  to  analyzing  net  patient 
revenue  from  Medi-Cal  and  Medicare,  the  analysis  also  examined  the  level  to  which  existing  State 
and  Federal  allocations  can  be  used  or  can  be  increased  to  subsidize  indigent  care.  The  analysis 
found  that  although  the  current  allocations  are  used  to  offset  the  cost  of  services  to  the  indigent, 
adding  volume  will  not  increase  the  reimbursement  because  these  revenues  are  declining  over  time. 
For  example: 

♦ Disproportionate  share  (DSF3),  SB  855,  net  revenue  dropped  over  $14  million  in  FY  1999-00.  It 
is  expected  that  this  source  of  revenue  will  continue  to  decline,  although  not  as  dramatically  as  in 
FY  2000. 

♦ Other  disproportionate  share  funding,  SB  1255,  has  stabilized  at  $22  million.  However,  no 
increases  can  be  anticipated  in  the  future.  Therefore,  increasing  volume  will  not  bring  in 
additional  revenue. 

♦ Graduate  Medical  Education  (GME),  has  been  partially  funded  by  Medicare.  In  addition,  it  is  a 
negotiated  reimbursement  for  Medi-Cal.  Reduced  funding  may  change  future  medical  education 
programs  and  will  not  contribute  to  increasing  funding  for  indigent  care. 

♦ Other  government  payments  that  have  supported  operations  are  also  declining  (MAA/TCM, 
Prop.  99  Tobacco  money,  and  Medicare  DSF1). 

In  FY  1999-00,  the  Department  received  $127.5  million  in  county  subsidies  to  fund  health  care 
services.  These  subsidies  include  Realignment  funding,  City  and  County  General  Fund,  and  State 
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and  Federal  grants.  The  analysis  examined  the  use  of  other  subsidies  to  determine  if  they  can  be 
used  to  cross-subsidize  indigent  care.  These  funding  sources  are  already  used  to  fund  indigent  care 
services,  and  in  some  instances,  they  are  increasing.  However,  increases  in  these  funds  do  not  keep 
pace  with  the  increased  cost  of  providing  services.  Based  on  the  Department’s  prior  revenue  history 
with  these  county  subsidies,  it  is  unlikely  that  these  revenues  will  be  able  to  further  subsidize 
indigent  services  in  the  future. 

Taken  together,  the  reimbursement  from  net  patient  revenues,  other  non-patient  revenue, 
allocations,  grants  and  General  Funds  have  not  been  sufficient  to  cover  the  cost  to  provide  services 
at  SFGH  The  Department  has  had  to  transfer  General  Funds  from  other  Department  programs  in 
order  to  cover  the  costs  to  operate  the  services  provided  at  SFGH. 

The  following  summaries  the  findings  on  cross- subsidization  of  indigent  care: 

♦ Except  for  Medicare,  no  sponsored  category  revenue  is  fully  covering  allocated  costs. 

♦ Increasing  Medi-Cal  volume,  short  of  adding  a significant  number  of  beds,  will  not  increase  the 
marginal  contribution  to  indigent  patients. 

♦ Disproportionate  share  funding  (SB  855/1255  and  Medicare  DSH)  which  is  used  to  support 
uncompensated  care,  is  capped  and  is  declining,  and  cannot  be  used  to  further  compensate  for 
indigent  care. 

♦ Revenues  are  decreasing  as  costs  are  increasing,  requiring  additional  support  of  General  Funds 
to  maintain  current  programs. 

♦ The  Department  uses  other  patient  revenues  and  county  subsidies  to  cover  the  costs  of 
unsponsored  health  care  and  funding  shortfalls  for  sponsored  patients. 
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Table  14 

Analysis  of  Indigent  Care  Cross- Subsidized  by  Paying  Patients 


FY  98/99 

FY  99/00 

Revenue 

Cost  FY  99 

Net  FY  99 

Revenue 

Cost  FY  00 

Net  FY  00 

FY  99 

FY00 

A)  Net  Patient  Srvc  Payor 

Medi-Cal 

63,737,782 

67,815,694 

(4,077,912) 

49,578,906 

59718700 

(9,639794) 

Medicare 

39,226,484 

33,090,018 

6,136,466 

39,006,157 

33,154759 

5,851,898 

Medi-Cal  S/D 

5,463,980 

15,330,928 

(9,866,948) 

5,358/16 

15,310,617 

(9,951,901) 

Capitation 

3,798,641 

9,912,318 

(6,113,6 77) 

6779,885 

9748751 

(3,468,866) 

Subtotal 

112,226,887 

126,148,957 

(13,922,070) 

100723,664 

117,431,827 

(17708,163) 

Other/  Unspons  or 
ed 

15,131,067 

181,935,693 

(166,804,626) 

32,090,787 

212,435,563 

(180,344776) 

TOTAL 

127,357,954 

308,084,650 

(180,726,696) 

132,314,451 

329,867790 

(197,552,939) 

B.)  Non  Service  Pt  Revenues 

SB855 

43,859,596 

43,859,596 

29,156,611 

29,156,611 

SB  1255 

17,000,000 

17,000,000 

21,700,000 

21700,000 

GME 

4,000,000 

4,000,000 

1,300,000 

1700,000 

MAA/TCM 

3,994,493 

3,994,493 

5,852,497 

5,852,497 

PROP  99 

6,755,196 

6,755,196 

4,088,381 

4,088,381 

Medicare  GME 

1,561,998 

; 

1,561,998 

1,614730 

1,614,730 

Medicare  DSH 

8,073,101 

8,073,101 

6,992,760 

6,992760 

PY  Settlements 
(M/Care  & 
M/Gal) 

(3,833,337) 

i 

$ 

(3,833,33 7) 

(666,657) 

(666,657) 

TOTAL 

81,411,047 

81,411,047 

70,038,322 

70,038,322 

SUBTOTAL 
(A  + B) 

208,769,001 

308,084,650 

(99,315,649) 

202,352773 

329,867,390 

(127,514,617) 

C.)  County  Subsidies 

General  Fund 

32,907,300 

32,907,300 

54,839,352 

54,839,352 

MHRFGF 

8,390,401 

1 

8,390,401 

8,453,067 

8,453,067 

Realignment 

54,796,568 

54,796,568 

57,812,800 

57,812,800 

GF  Reallocation 
fromDPH 

3,221,380 

3,221,380 

6,409,398 

6,409798 

SUBTOTAL 

99,315,649 

99,315,649 

127,514,617 

127,514,617 

TOTAL 
(A+B  +C) 

308,084,650 

308,084,650 

0 

329,867790 

329,867,390 

0 
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D.  How  Can  the  Department  Better  Blend  Funding  to  Achieve  Service  Integration? 

This  component  discusses  the  benefit  of  providing  seamless,  blended  services  to  Department  clients 
and  pursued  ways  to  maximize  service  integration.  In  order  to  accomplish  this  task,  barriers  to 
blended  funding  and  service  integration  were  identified.  Some  of  these  barriers  are  imposed  by  the 
external  environment  such  as  categorical  funding  or  eligibility  requirements  that  narrowly  define 
who  receives  services.  It  was  noted  that  many  of  the  barriers  to  service  integration  are  associated 
with  the  bureaucracy  of  government  agencies  that  often  do  not  coordinate  and  integrate  services  or 
funding. 

Categorical  Funding 

The  source  of  funds  for  many  services  and  programs  determine  how  services  are  delivered.  Funding 
agencies  may  specify  the  type  of  services  that  qualify  for  funding.  One  example  of  categorical 
funding  is  the  Ryan  White  CARE  grant.  The  HIV  Health  Services  Planning  Council  determines 
which  services  are  to  be  provided  with  Ryan  White  CARE  funds.  Services  not  included  in  the 
Council  recommendations  must  be  provided  with  another  source  of  funds.  Recently,  the  HIV 
Health  Services  Planning  Council  reduced  funding  for  mental  health  services.  As  a result,  staff 
worked  with  providers  to  find  alternative  sources  of  funding  for  their  HIV/AIDS  clients  that 
needed  mental  health  services. 

Eligibility  Requirements 

Similarly,  funding  agencies  often  specify  who  is  eligible  for  services.  Agencies  may  specify  the  target 
population  or  other  eligibility  requirements  such  as  age,  income,  residence  status,  medical  condition 
or  risk  for  a medical  condition,  or  enrollment  in  other  qualifying  programs  that  entitle  an  individual 
to  services.  Eligibility  requirements  are  often  very  specific  and  detailed  and  as  a result  do  not  lend 
themselves  to  service  integration. 

Patient/  Client  Confidentiality 

Client  confidentiality  is  often  cited  as  a barrier  to  service  integration.  Often  government  agencies  are 
required  to  maintain  patient/ client  confidentiality  and  are  not  permitted  to  share  information  about 
their  clients  with  other  agencies.  For  example,  a mental  health  practitioner  in  the  Department  is 
prohibited  by  law  to  share  information  about  a client's  diagnosis  with  others,  such  as  a Department 
of  Human  Services  case  manager  that  is  assisting  the  client  in  obtaining  employment.  As  a result,  the 
client  may  have  multiple  case  managers  who  assist  the  client  in  obtaining  a variety  of  services  that 
are  not  coordinated  and  may  overlap. 

Another  example  is  when  one  government  agency  may  benefit  from  eligibility  information  obtained 
by  another  agency  but  concerns  about  patient  confidentiality  create  barriers  to  shared  information. 
As  a result,  both  agencies  must  incur  the  administration  cost  to  determine  eligibility  and  in  some 
cases,  potential  clients  maybe  deemed  ineligible  for  services.  However,  there  are  ways  to  overcome 
patient  confidentiality  issues.  One  option  is  to  use  a legal  agreement/ memorandum  of 
understanding  to  share  information  within  prescribed  limitations.  Another  option  is  to  obtain  data 
that  has  been  stripped  of  all  patient/ client  identifiers  to  determine  eligibility  for  services. 

Programmatic  or  Service  Issues 

It  has  been  noted  that  both  providers  and  clients,  at  times,  find  it  difficult  to  think  in  terms  of 
integrated  services.  For  example,  a mental  health  provider  may  have  little  specialty  training  in 
substance  abuse  treatment  and,  therefore,  refers  a client  to  a substance  abuse  provider.  Often  the 
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' delivery  of  integrated  services  requires  more  extensive  staff  training  and  experience.  Credentialing 
requirements  make  it  difficult  to  recruit  staff  that  cross  professional  specialties  and  staff  with  more 
specialized  training  and  experience  are  more  costly  to  hire.  In  addition,  the  staff  training  necessary 
to  integrate  services  is  both  costly  and  time  consuming. 


In  some  instances,  patients  and  clients  themselves  may  find  it  difficult  to  think  in  terms  of  integrated 
services.  Clients  or  patients  may  seek  treatment  for  one  condition  when  the  underlying  condition  is 
more  complex  or,  in  some  instances,  a patient  may  seek  medical  treatment  to  avoid  the  stigma  of  a 
mental  health  diagnosis.  A common  example  of  this  is  the  patient  that  comes  to  the  SFGH 
Emergency  Department  seeking  treatment  for  a soft  tissue  abscess  associated  with  injection  drug 
use.  In  this  case,  the  patient  needs  both  immediate  medical  treatment  as  well  as  follow-up  substance 
abuse  counseling  and  treatment. 


Inter-Agency  Coordination 

The  City  organizational  structure  has  a tendency  to  fragment  services.  The  Department,  the 
Department  of  Human  Services  (DHS),  the  Department  of  Children,  Youth  and  Families  (DCYF) 
and  the  San  Francisco  Unified  School  District  (SFUSD)  often  serve  the  same  target  populations. 
However,  services  across  City  agencies  often  are  not  integrated  and  coordinated. 


Work  group  members  noted  that  there  are  a number  of  factors  limiting  inter-agency  coordination 
and  integration.  Inter-agency  coordination  takes  additional  staff  time  and  requires  individual 
department  staff  to  have  an  extensive  network  of  contacts  in  the  Department,  DHS,  DCYF,  USD 
and  community-based  organizations.  In  addition,  programs  and  personnel  constantly  change  and  it 
is  often  difficult  to  remain  knowledgeable  about  each  other’s  programs  and  services. 

There  are  a number  of  inter-  and  intra-  departmental  planning  and  coordination  councils  and 
committees  that  the  Department,  DHS,  DCYF  and  SFUSD  staff  attend.  While  these  committees 
provide  opportunities  to  exchange  information  and  coordinate  services,  many  committees  have  a 
particular  focus  that  is  not  specific  to  service  integration.  As  a result,  additional  effort  must  be 
expended  to  coordinate  services  and  programs. 

Administrative  &:  Patient  Information  Systems 

Often  contracting  system  accounting  practices  and  patient  information  systems  associated  with 
service  delivery  inhibit  attempts  to  integrate  services.  Patient  information  and  accounting  and 
contract  systems  were  designed  with  a singular  use  that  limits  the  ability  to  capture  information  in  a 
more  integrated  fashion.  As  an  example,  patient  information  systems  may  only  accept  one  primary 
diagnosis  encouraging  providers  to  view  the  patient  in  a singular  fashion  and  resisting  efforts  to 
diagnose  across  multiple  disciplines. 

A significant  barrier  to  accommodating  integrated  services  is  the  high  infrastructure  cost  to  redesign 
contract,  accounting  and  patient  information  systems  to  be  more  flexible.  Costs  include  both 
hardware  and  software  upgrades  to  redesign  and  reconfigure  systems  to  accept  multiple  fields.  In 
addition,  infrastructure  upgrades  often  take  time  to  plan  and  finance  as  well  as  to  educate  and  train 
staff  on  new  systems.  As  a result,  patient  and  accounting  information  systems  often  do  not 
accommodate  an  integrated  service  delivery. 


Ill 


Examples  of  Successful  Blended  Funding  and  Service  Integration 

The  Steering  Committee  examined  some  successful  models  of  blended  funding  and  service 
integration.  These  models  point  to  specific  ways  to  integrate  services  and  blend  funding  in  order  to 
maximize  revenues. 

♦ San  Francisco  Unified  School  District  (SFUSD)  School-based  Wellness  Centers:  The  School 
Wellness  Centers  are  a collaborative  effort  among  the  San  Francisco  Unified  School  District,  the 
Department  of  Children,  Youth  and  Families  and  the  Department  of  Public  Health.  These 
wellness  centers  will  be  located  in  several  San  Francisco  public  high  schools  and  will  provide 
integrated  physical  and  mental  health  counseling  and  referral  services  as  well  as  limited  treatment 
services.  Students  using  the  wellness  centers  will  be  referred  to  a wide  network  of  community 
resources  such  as  those  provided  by  the  Department,  community- based  organizations  and 
private  health  care  providers. 

Services  for  the  school- based  wellness  centers  are  funded  by  a variety  of  sources.  These  sources 
include  State  Tobacco  Use  Prevention  Education  Grants,  Federal  grants  for  the  Safe 
School/Healthy  Student  Initiative,  the  Department  and  DCYF  special  revenue  and  general 
funds.  In  addition,  third-party  insurance  reimbursement  and  foundation  grants  will  be  blended 
to  provide  an  integrated  service  delivery  system  In  addition,  the  governance  of  the  wellness 
centers  is  shared  among  school  site  staff,  SFUSD,  DCYF  and  the  Department. 

♦ The  San  Francisco  Unified  School  District  is  blending  funding  for  three  other  programs.  These 
programs  include:  (1)  blended  funding  from  the  San  Francisco  Police  Department  to  coordinate 
a School  Resource  Officer  (SRO)  program,  (2)  blended  funding  from  Transamerica  Foundation 
and  California  Pacific  Medical  Center  provides  two  schools  with  intensive  prevention  programs; 
and  (3)  a collaboration  among  SFUSD,  DHS  and  the  Courts  for  foster  youth  in  group  homes 
where  community- based  organizations  provide  after-school  tutorial  and  enrichment  activities 
designed  to  create  wrap-around  services. 

♦ Community  Mental  Health  Services  has  some  examples  of  integrated  projects  that  use  blended 
funding.  These  projects  include: 

♦ Supportive  housing  such  Lyric  Hotel  (Mayor's  Office  of  Housing,  GMHS  & DPH 
supportive  housing  program) 

♦ Walden  House  (DPH  AIDS,  Community  Substance  Abuse  Services  and  CMHS); 

♦ Residential  treatment  facilities  (CMHS,  Unified  School  District,  Department  of  Human 
Services) 

♦ AIDS/ mental  health  treatment  program  (Ryan  White,  CMHS) 

♦ Family  Mosaic  Project  (CMHS,  DPH,  Juvenile  Probation,  Unified  School  District  & 
Department  of  Human  Services) 

♦ Children  System  of  Care  (CMHS,  Department  of  Human  Service,  Unified  School  District, 
Juvenile  Probation) 

♦ Project  Impact  (CMHS,  Department  of  Human  Service,  Juvenile  Probation,  Mayor's  Office) 

♦ Early  Childhood  Mental  Health  Consultation  and  Services  Initiative  (CMHS,  DCYF,  DHS) 
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♦ HIV  Health  Services  has  some  examples  of  integrated  projects  that  use  blended  funding.  These 
projects  include  the  following: 

♦ The  MV/ AIDS  Return  to  Work  Initiative  has  developed  a pilot  collaboration  between  the 
Department,  the  State  Department  of  Rehabilitation,  and  three  local  service  providers  to 
assist  HIV  + San  Francisco  residents  in  exploring  whether  and  how  to  return  to  work  as  then- 
health  status  improves.  This  cooperative  agreement  matches  general  fund  dollars  with  state 
and  federal  revenues  in  a 1:4  ratio. 

♦ To  construct  a continuum  of  care  for  HIV+  persons  within  correctional  settings,  during 
their  transition  from  jails  and  prisons,  and  post-release  has  called  for  tremendous 
coordination  of  fiscal  resources  and  personnel.  Through  a cooperative  agreement  blending 
both  State  funds  and  funds  from  a Federal  SPNS  (Special  Projects  of  National  Significance) 
transitional  case  management  and  HIV  prevention  services  are  provided  to  incarcerated 
HIV+  positive  persons  while  in  jail  and  prison.  Involved  in  this  collaboration  are  the 
Department’s  Forensic  AIDS  Project,  and  two  community- based  providers  - Continuum 
HIV  Day  Services,  and  Centerforce,  Inc.  This  program  augments  a Federal  CARE  Title  I 
Congressional  Black  Caucus  program  targeted  toward  HIV  + African  Americans  and  Latinos 
in  prisons  to  prepare  them  for  accessing  services  upon  release  as  well  as  efforts  supported  by 
General  Funds  and  CARE  Tide  I of  the  Forensic  AIDS  project  in  the  jails. 

♦ General  Fund  supported  services  for  HIV  + persons  at  the  CHN's  Southeast  Health  Center 
were  augmented  this  year  by  an  Early  Intervention  Project  (EIP)  primary  care  grant  from  the 
State  Office  of  AIDS,  DHS.  A coalition  of  HIV  health  and  prevention  service  providers, 
funded  by  the  General  Fund  and  the  Centers  for  Disease  Control,  in  the  Bayview  Hunters 
Point  community  was  formed  to  provide  a system  of  coordinated  care  and  referral  for  that 
neighborhood.  The  Department  recently  received  notification  of  award  of  another  federal 
grant  which  will  augment  current  EIP  services  at  Southeast  with  methadone  treatment  and 
substance  abuse  counseling  as  well  as  treatment  adherence  support. 

♦ Corporation  for  Supportive  Housing:  The  Health,  Housing  and  Integrated  Services  Network 
(HHISN)  model  provides  an  effective  response  to  the  needs  of  people  who  are  seriously 
mentally  ill  and  homeless  or  at  risk  of  homelessness.  HHISN  integrates  mental  health  and 
vocational  services  with  housing  for  people  who  are  homeless  and  seriously  mentally  ill.  HHISN 
has  established  Integrated  Services  Teams  which  are  linked  to  affordable  housing  and  include 
client-centered  case  management  and  treatment  services,  primary  health  care,  assistance  with 
independent  living  skills,  and  vocation/  employment  opportunities. 

In  addition,  HHISN  has  integrated  the  systems  that  finance  and  deliver  housing,  health  care,  and 
supportive  services.  This  has  been  achieved  by  establishing  inter-agency  partnerships  to  facilitate 
effective  program  operations,  provide  oversight  regarding  policies,  procedures  and  outcomes, 
and  to  secure  and  coordinate  categorical  funding. 

♦ Department  of  Human  Services  (DHS):  DHS  had  been  using  county  general  funds  to  pay  for 
mental  health  services  for  foster  children.  Through  work  with  Children's  Mental  Health 
Services,  DHS  was  able  to  transfer  its  general  funds  to  DPH  Children's  Mental  Health  Services 
that  in  turn,  is  able  to  leverage  federal  money.  For  every  $1.00  dollar  transferred  by  DHS,  DPH 
receives  $3.00  in  matching  State  and  Federal  funds.  By  leveraging  these  funds,  DHS  and  DPH 
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are  able  to  significantly  expand  services  for  foster  children.  The  source  of  funds  for  this  project 
are  DHS  general  funds,  and  DPH  Early  Periodic  Screening,  Diagnosis  and  Treatment  (EPSD'I) 
and  Medi-Cal  funds.  The  success  of  this  program  has  been  due  to  creative  and  committed 
managers  from  the  two  departments  working  together  on  a regular  basis. 

♦ CalWORKs:  DHS,  Mental  Health  and  Community  Substance  Abuse  Services  were  under- 
spending the  state's  allocation  for  CalWORKs  mental  health  and  substance  abuse  services.  DHS 
was  able  to  do  an  electronic  match  of  mutual  DHS/DPH  clients  to  bill  the  State  for  eligible 
services.  State  funds  were  used  as  the  match  for  federal  funds  and  as  a result,  this  freed  up  DPH 
general  funds.  The  source  of  funds  for  this  project  is  DHS  general  funds,  State  and  Federal 
CalWORKs  and  Temporary  Aid  to  Needy  Families  (TANF)  block  grants,  and  DPH  Medi-Cal.  A 
number  of  factors  accounted  for  the  success  of  this  initiative.  These  factors  were:  1)  creative  and 
committed  managers  and  finance  staff  from  the  two  departments;  2)  a willingness  to  take  a risk 
since  DHS  would  have  to  spend  its  own  general  funds  if  the  effort  failed;  and  3)  a savings  in 
general  funds.  The  biggest  challenges  for  DHS  are  to  complete  the  data  match  in  a timely 
manner  and  to  receive  timely  billings  from  DPH  that  meet  audit  requirements. 

♦ Employment  and  Training  Services:  DHS  is  beginning  to  work  with  contractors  that  provide 
employment  and  training  services  to  single  adults.  DHS  is  able  to  leverage  federal  FSET  funds 
on  a 50:50  basis  when  county  and  state  funds  are  used  to  provide  services  to  food  stamp  clients. 
This  allows  DHS  to  preserve  some  services  that  would  have  otherwise  been  cut  when  McKinney 
funding  expired.  The  source  of  funds  for  this  program  are  DHS  general  funds,  Federal  Food 
Stamp  Employment  and  Training  (FSET)  funds,  Federal  McKinney  homeless  grant  funds,  and  a 
variety  of  other  local  or  private  funds  that  are  used  for  the  local  match.  This  project  was 
successful  because  managers  and  contractors  were  motivated  and  interested  in  doing  something 
new  in  order  to  maintain  services  that  would  be  eliminated  with  funding  reductions.  Another 
benefit  is  that  this  program  has  the  full  support  of  DHS  contract  office.  The  biggest  challenges 
are  faced  by  contractors  as  this  program  requires  additional  work  on  their  part,  requires 
contractors  with  adequate  accounting  systems,  and  requires  agencies  that  previously  had  funding 
with  no  strings  attached  to  develop  better  monitoring  and  accounting  systems. 
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E.  How  Can  the  Department  Fund  Needed  Infrastructure  and  Ensure  Adequate 
Capitalization? 

Responding  adequately  to  this  question  required  the  Steering  Committee  to  determine  current 
facility  infrastructure  improvement  needs  and  to  identify  the  components  of  a potential  bond  issue 
to  fund  those  improvements. 

Specifically  it  involved: 

♦ Review  the  compliance  of  the  Main  Hospital  at  San  Francisco  General  Hospital  (SFGH)  with 
seismic  safety  under  SB  1953,  as  well  as  unexecuted  capital  improvement  projects. 

♦ Review  the  opportunity  to  develop  an  Ambulatory  Care  and  Research  Facility  at  SFGH  to 
support  clinical  and  research  needs. 

♦ Review  the  opportunities  for  improvements  at  DPH  health  centers  that  are  strategic. 

♦ Review  the  condition  of  the  masonry  buildings  at  SFGH  to  determine  whether  infrastructure 
improvements  should  be  funded  at  this  time. 

♦ Consider  approaches  to  assist  non-profit  agencies  that  contract  with  DPH  to  expand  and 
improve  their  facilities. 

♦ Discuss  the  opportunity  to  develop  school-based  clinics  at  San  Francisco  Unified  School 
Disstrict  school  sites. 

This  section  of  the  report  does  not  address  the  infrastructure  and  capital  needs  of  Laguna  Honda 
Hospital  and  Rehabilitation  Center  given  that  San  Francisco  voters  approved  a bond  measure  in 
November  1999  to  rebuild  the  skilled  nursing  facility  and  construct  assisted  living  on  the  campus. 

Current  conditions  at  SFGH  and  Department  health  centers  were  discussed,  especially  in  regard  to 
seismic  safety  upgrades  that  are  mandated.  The  investment  necessary  to  implement  infrastructure 
improvements  is  large,  and  likely  will  not  be  funded  solely  at  the  local  level.  As  a result  of  the 
complex  timing  of  improvements,  a master  plan  approach  is  necessary  for  Department  facilities  to 
effectively  implement  the  work  over  the  next  several  years.  The  workgroup  developed 
recommendations  for  near-term  implementation. 

1.  Current  Conditions 

The  issues  central  to  the  SFGH  campus  are  primarily  seismic  safety  related  changes  that  will  be 
necessary  over  the  next  eight  years.  The  Department  health  center  sites  principally  are  burdened  by 
lack  of  adequate  space  and  inefficient  layouts  that  minimize  productivity.  Non-profit  organizations 
that  provide  contract  health  care  services  to  the  Department  exist  in  a wide  variety  of  facilities,  but 
in  several  cases  they  suffer  from  lack  of  capacity  at  their  current  locations.  Clinics  at  public  schools 
sites  are  not  sufficiently  defined  at  this  time.  These  contexts  are  described  in  detail  below. 

San  Francisco  General  Hospital  - Main  Hospital 

The  Committee  operated  on  the  principle  that  the  Mayor,  Board  of  Supervisors  and  Health 
Commission  are  committed  to  the  continuation  of  acute  and  ambulatory  care  at  SFGH,  and  that  the 
Department  must  bring  its  hospital  into  compliance  with  all  State  laws.  The  seismic  deficiencies  of 
San  Francisco  General  Hospital  are  a large  burden  to  its  continued  operation.  Mandates  by  the  State 
of  California  through  Senate  Bill  1953  (SB  1953)  require  seismic  upgrades  of  the  Main  Hospital 
building  by  the  year  2008  to  maintain  a nominal  level  of  life  safety  after  an  earthquake.  The  work  is 


115 


not  intended  to  provide  a permanent  solution  - it  only  aims  to  minimize  the  risk  to  life  safety  in  the 
event  of  a major  earthquake.  If  implemented,  these  upgrades  would  allow  the  Main  Hospital  to 
remain  in  service  for  acute  patient  care  until  2030.  If  not  implemented,  the  hospital  would  close  to 
inpatient  care  by  2008. 

While  the  mandate  of  SB  1953  focuses  on  inpatient  care  services  in  the  Main  Hospital,  it  also  will 
affect  several  critical  departments  such  as  radiology,  emergency  services,  and  surgical  services  - all 
departments  that  serve  a large  number  of  ambulatory  referral  patients  for  the  Department.  At 
present,  a consulting  team  is  preparing  a required  seismic  evaluation  that  describes  the  extent  of  the 
structural  and  non- structural  deficiencies,  and  some  of  the  possible  remedies.  Although  the  scope  as 
yet  has  not  been  formally  determined,  it  is  certain  that  some  retrofit  work  on  the  Main  Hospital  will 
be  needed  to  maintain  compliance.  One  element  of  the  team’s  work  will  be  to  develop  conceptual 
cost  estimates  for  the  remedial  work.  Results  of  the  consultant’s  evaluation  work  will  be  available  by 
January  2001.  However,  at  least  $20  to  $25  million  will  be  needed  by  2008  to  maintain  compliance. 

Apart  from  the  seismic  work  for  the  Main  Hospital,  over  the  years,  a large  number  of  capital 
improvement  projects  have  been  identified  that  have  not  been  implemented.  The  projects  could  be 
executed  as  an  integral  part  of  the  seismic  retrofit  work.  Approximately  $15  to  $20  million  in 
projects  have  been  identified  to  date. 

San  Francisco  General  Hospital  - Ambulatory  Care  and  Research  Facility 

Substantial  work  has  been  created  over  the  last  six  years  regarding  the  development  of  a new 
building  at  SFGH,  a 120,000  square  foot  structure  that  will  provide  modem  clinics  and  research 
laboratories.  The  project  would  require  $50  to  $58  million  to  execute  in  today’s  dollars.  A 
consultant  team  is  ready  to  assemble  the  detail  to  demonstrate  the  scope  and  cost  of  the  project. 

The  2008  deadline  for  SB  1953  has  created  a significant  need  for  surge  space  at  SFGH  so  that  Main 
Hospital  activities  can  be  effectively  relocated  in  advance  of  phased  constmction  work.  Similarly, 
the  impending  University  of  California  at  San  Francisco  deadline  of  2008  underscores  the  need  to 
develop  research  space  in  a conforming  building. 

The  Ambulatory  Care  and  Research  Facility,  for  the  short-term,  would  provide  the  additional 
capacity  for  surge  activities  from  the  Main  Hospital,  while  for  the  long-term,  serve  to  accommodate 
ambulatory  care  clinics  and  clinical  research  labs  from  the  older  masonry  buildings  as  part  of  a larger 
seismic  retrofit  process. 

Department  Health  Centers 

The  Gty  currendy  owns  10  sites  located  in  various  neighborhoods  for  the  residents  of  San 
Francisco.  In  addition,  the  Department  owns  the  building  of  one  its  mental  health  service  sites. 
These  centers  provide  convenient  access  to  healthcare,  with  a focus  on  primary  care  and  illness 
prevention.  Due  to  the  age  and  degree  of  deferred  maintenance  at  these  locations,  a long  list  of 
projects  has  been  developed  that  heretofore  have  not  been  funded. 

The  projects  proposed  for  these  sites  fall  into  five  strategic  initiatives:  (1)  expansion  of  capacity  to 
provide  healthcare  services,  (2)  integration  of  services,  such  as  mental  health  and  substance  abuse, 
with  primary  care  healthcare  services  at  the  same  location,  (3)  renovations  that  improve  patient 
satisfaction  and  privacy  (such  as  in  waiting  areas  and  eligibility  or  counseling  rooms),  (4) 
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improvements  for  handicapped  access  and  signage  and  (5)  replacement  of  aging  infrastructure 
systems,  such  as  ventilation  systems  and  fire  alarm  installations. 

I 

The  projects  in  aggregate  would  require  approximately  between  $15  to  $25  million  to  implement. 
Although  each  of  the  projects  could  be  constructed  as  a stand-alone  effort,  additional  benefits  may 
be  attained  by  strategic  co-  location  of  services  that  currendy  are  scattered  between  the  Department 
and  non-profit  organization  sites.  Such  an  operational  re-organization  would  generate  new  capital 
improvement  projects,  but  possibly  for  less  total  investment  to  the  Department . An  in-depth  study 
of  these  opportunities  would  be  required  to  determine  the  advisability  of  this  initiative. 

San  Francisco  General  Hospital  - Masonry  Buildings 

The  campus  is  home  to  nine  masonry  buildings  that  vary  in  size  and  configuration,  and  which  were 
built  between  1915  and  1934.  The  buildings  were  surveyed  several  years  ago  in  a Gtywide  risk 
assessment  for  seismic  safety.  The  buildings  were  categorized  into  the  two  weakest  structural 
categories,  SHR  4 and  3,  suggesting  a significant  risk  of  damage  in  an  earthquake. 

The  buildings  house  several  outpatient  clinics,  such  as  family  medicine,  specialty  medicine, 
AIDS/HTV,  psychosocial  services,  tuberculosis,  and  substance  abuse.  Nearly  all  of  the  support 
functions  for  the  campus  are  in  the  masonry  buildings,  such  as  accounting,  hilling,  quality  assurance, 
Medi-Cal  eligibility,  and  information  systems. 

None  of  the  Gty-occupied  buildings  have  been  upgraded  substantially  to  meet  current  code 
requirements  for  fire  and  life  safety,  electrical,  plumbing  or  ventilation  systems.  If  all  the  masonry 
buildings  were  upgraded  seismically  and  improved  for  modem  uses,  the  cost  would  range  between 
$150  million  to  $215  million,  depending  on  final  use  and  configuration.  A significant  cost  is 
associated  with  historic  preservation  of  these  structures,  which  are  included  in  these  estimates. 
Alternatively,  some  or  all  of  these  buildings  could  be  razed  and  replaced  with  new  construction  for 
at  least  10%  less  investment  than  if  existing  buildings  were  retrofitted  and  renovated.. 

Significantly,  all  of  the  research  activities  of  medical  faculty  are  in  the  masonry  buildings,  as  well  as 
several  academic  department  offices.  UCSF  faculty  serve  as  medical  staff  at  SFGH,  and  come  to  the 
campus  both  as  clinicians  and  medical  researchers.  The  UC  Regents  has  adopted  a policy  that  states 
that  UC  will  not  lease  space  in  seismically  unsafe  buildings  after  the  year  2008.  If  implemented  at 
SFGH,  this  could  affect  as  much  as  150,000  square  feet  of  space  and  require  vacancy  of  several 
masonry  buildings . 

Once  retrofitted,  the  masonry  buildings  could  be  used  for  a range  of  activities,  including  relocation 
of  the  Department  and  non-profit  programs  from  leaseholds  elsewhere  in  the  Gty. 

Non-Profit  Agencies 

Presently,  the  Department  contracts  for  a wide  variety  of  healthcare  services  to  approximately  200 
different  non-profit  organizations.  The  programs  range  from  substance  abuse,  mental  health, 
psychosocial  assistance,  short-term  residential  treatment,  detoxification,  counseling  and  others.  The 
Department  contracts  for  these  services  for  many  reasons,  inclusive  of  the  provider’s  expertise,  as 
well  as  the  limited  capacity  of  the  Department  to  provide  these  same  services  in  its  own  facilities  or 
in  neighborhoods  of  the  target  population. 
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Some  of  these  providers  lack  space  at  their  current  locations  to  provide  services  where  additional 
capacity  is  needed.  Conceptually,  two  options  exist  - (1)  expand  the  facility  at  its  current  location  by 
adding  additional  floor  area  or  (2)  acquire  new  sites  in  the  target  areas.  Although  these  needs  are 
understood  anecdotally,  no  organization  has  developed  a specific  request,  nor  has  the  Department 
sought  such  proposals  in  the  recent  past. 

The  workgroup  discussed  various  models  for  assisting  non-profit  organizations  in  implementing  this 
goal.  However,  in  the  absence  of  specific  projects,  it  could  not  be  determined  whether  municipal 
financial  instruments  could  be  used  to  underwrite  the  direct  cost  of  these  improvements.  Also, 
lacking  definition  of  project  scope,  the  financial  impact  could  not  be  determined  at  this  time. 

A detailed  needs  assessment  is  required  to  fully  evaluate  whether  specific  sites  should  be  expanded, 
and  to  what  degree.  Upon  substantiation  of  that  analysis,  it  is  probable  that  some  form  of 
assistance,  such  as  grants  or  a loan  pool,  could  be  established  through  Gty-wide  mechanisms  to 
assist  non-profit  organizations  with  significant  renovations  or  expansions.  A seed  amount  of 
approximately  $2  to  $5  million  for  modest,  one-time  grants  would  be  likely.  Also,  the  needs 
assessment  could  determine  the  advisability  of  locating  some  of  these  contract  programs  at 
enhanced  Department  sites. 

School-Based  Clinics 

The  concept  of  school-based  clinics  has  been  introduced  by  members  of  the  Board  of  Supervisors 
and  the  Health  Commission,  but  sufficient  planning  and  discussion  have  not  occurred  between  the 
school  district  and  the  Department  to  formally  advance  this  initiative.  A necessary  first  step  is  for 
the  two  departments  to  discuss  and  agree  on  the  scope  of  such  clinic  services  prior  to  inclusion  in  a 
formal  bond  proposal. 

2.  Investment 

The  total  investment  to  improve  healthcare  sites  in  the  Gty  is  quite  large,  and  although  the 
implementation  would  occur  over  several  years,  it  is  not  certain  that  such  a level  of  support  exists 
for  a local  bond  measure  of  that  magnitude. 

The  summary  of  potential  costs  is  as  follows: 

♦ SFGH  Main  Hospital  Seismic  Upgrades  by  2008 

♦ SFGH  Critical  Improvement  Projects 

♦ Ambulatory  Care  and  Research  Facility 

♦ DPH  Health  Center  Improvements 

♦ Masonry  Buildings  Upgrades  at  SFGH 

♦ Non-Profit  Organizations  Assistance  Pool 

TOTAL 

This  amount  also  ignores  the  possible  scenario  where  a replacement  hospital  facility  is  needed  before 
2030,  the  cost  of  which  alone  would  exceed  $400  million.  At  present,  there  is  no  clear  source  of 
funding  for  components  of  these  capital  projects  outside  of  municipal  financing,  although  some 
possibilities  do  exist  at  the  federal  and  state  level. 


$20- $25  million 
$15- $20  million 
$50- $5  8 million 
$15- $25  million 
$150- $215  milhon 
$2- $5  million 


$252- $348  million 


118 


Once  evaluation  reports  for  SB  1953  are  filed  with  the  state,  and  estimates  developed  for  total 
impact,  the  legislature  may  create  some  form  of  financing  mechanism  to  assist  hospital  facilities 
with  the  necessary  seismic  upgrades.  Similarly,  arguments  have  been  forwarded  that  FEMA  should 
take  a substantial  role  in  subsidizing  the  upgrades  pre-emptively.  However,  it  should  be  noted  that 
such  assistance  may  come  only  with  agreement  to  replace  the  Main  Hospital  prior  to  2030,  and  not 
simply  upgrade  it. 

The  SB  1953  consultants  will  focus  on  several  master  plan  considerations  during  calendar  )«ar  2001, 
where  several  different  options  for  compliance  will  be  explored.  This  planning  process  should 
unroll  simultaneously  with  an  examination  of  the  facility  needs  of  the  entire  DPH 

3.  MasterPlanning 

A master  planning  process  has  been  started  for  the  SFGH  campus  as  related  to  the  SB  1953  seismic 
safety  mandate.  It  quickly  will  lead  to  larger  questions  of  the  future  of  the  masonry  buildings,  the 
necessity  of  the  Ambulatory  Care  and  Research  Facility,  and  the  ultimate  impact  to  healthcare 
delivery  across  the  City.  The  principal  conclusions  of  this  planning  effort  will  coalesce  by  mid-2001. 

The  Steering  Committee  has  determined  that  master  planning  considerations  exist  for  San  Francisco 
General  Hospital  and  the  ambulatory  healthcare  sites,  such  as  examining  the  opportunities  to 
strategically  co-locate  programs  and  services  at  existing  locations,  as  well  as,  enhance  capacity  at 
locations  in  target  areas.  Critical  conclusions  about  the  Department’s  health  care  delivery  should  be 
determined  comprehensively,  especially  if  a one-time  bond  measure  is  to  be  put  forth.  A 
Department  panel,  supported  by  a consultant  evaluation,  should  assess  the  opportunities  to 
strategically  implement  facility  improvements  at  the  neighborhood  health  delivery  sites.  Such 
recommendations  should  be  developed  no  later  than  mid-2001  to  coincide  with  the  SB  1953 
planning  work. 
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VI.  EVALUATION  OF  STRATEGIC  PLANNING  INITIATIVE 


The  San  Francisco  Department  of  Public  Health  strategic  planning  initiative  included  a multi-part 
evaluation  during  the  planning  process,  upon  completion  of  the  initiative  and  throughout 
implementation  of  the  strategic  plan  recommendations. 

This  evaluation  will  focuse  its  assessment  on:  (1)  the  effectiveness  of  the  communication  strategy  in 
gathering  diverse  input  into  the  planning  during  the  initiative,  (2)  the  strategic  planning  process  and 
(3)  the  impact  of  implementing  the  strategic  plan.  Evaluation  of  the  strategic  planning  initiative  and 
its  implementation  was  necessary  in  order  to  determine  if  the  Department’s  key  stakeholders  (the 
staff,  consumers  and  public)  had  the  opportunity  to  be  involved  in  developing  the  plan,  as  well  as,  to 
assess  the  actual  impacts  of  the  Strategic  Plan  on  the  future  directions  of  the  Department,  Ongoing 
evaluation  of  the  strategic  planning  initiative  and  implementation  of  the  Plan  will  be  key  in 
documenting  change  in  the  organization  and  community  as  a result  of  this  process. 

A.  Evaluation  Process 

1.  Communication  Strategy 

The  strategic  planning  initiative  Communications  Plan  describes  the  on-going  communications 
strategy  for  this  effort.  The  Communications  Plan  outlines  in  detail  how  a variety  of  means  are 
employed  to  provide  both  information  about  the  strategic  planning  process  and  a variety  of  options 
for  providing  input  into  the  planning.  The  Communications  Plan  includes  an  evaluation  component 
to  track  and  analyze  the  effectiveness  of  the  communications  strategies  in  reaching  three  primary 
populations:  (1)  staff,  (2)  consumers,  and  (3)  the  community  at-large. 

Evaluation  of  the  communication  strategy  will  include  assessment  of  both  the  Communications  Plan 
evaluation  component  results,  and  Department  leadership  and  staff’s  performance  in  achieving  the 
following  goals: 

♦ Goal  1:  ensuring  that  the  three  primary  populations  are  receiving  timely,  appropriate 

information  about  the  initiative  and 

♦ Goal  2:  achieving  broad  and  diverse  input  into  analyses  and  recommendations. 

In  order  to  measure  achievement  of  the  goals  stated  above  a number  of  objectives  have  been 
targeted  in  relation  to  each  goal.  Achievement  of  the  following  objectives  will  be  utilized  in 
analyzing  whether  the  communication  strategy  goals  are  met: 

Goal(l)  Ob/ectkes: 

♦ Department  staff,  consumers  and  the  community  at-large  will  be  provided  with  information 
about  the  Strategic  Planning  Initiative  and  its  progress  on  a regular  basis  throughout  the 
initiative  and  through  a variety  of  mediums  and 

♦ Department  staff,  consumers  and  the  community  at-large  will  be  made  aware  of  a variety  of 
methods  in  which  they  can  both  provide  input  into  the  planning  and  obtain  additional 
information  about  the  Strategic  Planning  Initiative. 
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God  (2)  Objectives: 

♦ The  Department  will  hold  town  hall  meetings  for  both  Department  staff  and  the  public  at  three 
critical  junctures  of  the  process: 

> before  recommendations  are  developed, 

> while  recommendations  are  being  drafted  and  considered,  and 

> after  the  draft  strategic  plan  has  been  completed. 

♦ The  Department  will  hold  culturally  competent  town  hall  meetings  in  all  supervisoral  districts  in 
San  Francisco  over  the  course  of  the  Strategic  Planning  Initiative, 

♦ The  Department  will  make  presentations  at  existing  community  advisory  board  and 
neighborhood  meetings, 

♦ The  Department  will  conduct  staff  focus  groups  throughout  the  initiative  and 

♦ The  Department  will  identify:  the  input  of  staff,  consumers  and  the  community  at-large,  how  it 
is  addressed  in  the  process  and  how  it  is  reflected  in  the  recommendations. 

2.  Strategic  Planning  Process  and  Impacts  of  Strategic  Plan  Implementation 

The  Strategic  Planning  Initiative  Work  Plan  provides  a tracking  mechanism  charting  the  tasks  and 
timeframes  of  all  phases  of  the  strategic  planning  initiative  prior  to  strategic  plan  implementation. 
The  phases  and  tasks  detailed  in  the  work  plan  reflect  the  Department’s  current  status  in  achieving 
the  overall  goals  identified  for  the  strategic  planning  initiative  referred  to  in  this  document  (see 
“Background”).  Upon  completion  of  the  strategic  planning  initiative  and  proposed  acceptance  of 
the  strategic  plan  by  the  Health  Commission  (as  documented  in  the  work  plan)  the  Department  will 
develop  an  implementation  plan  and  timeline.  The  implementation  plan  will  document  strategic 
plan  priorities,  goals  and  objectives  necessary  for  implementation.  A tracking  mechanism  similar  to 
the  strategic  planning  initiative  work  plan  will  be  utilized  to  track  the  progress  and  impacts  of 
strategic  plan  implementation. 

Evaluation  of  the  strategic  planning  process  and  strategic  plan  implementation  impacts  will  include 
assessment  of  the  Strategic  Planning  Initiative  Work  Plan  results,  the  implementation  plan,  and  the 
Department  leadership  and  staff’s  performance  in  achieving  the  following  goals: 

♦ Goal  1:  influencing  the  development  of  future  Department  budgets, 

♦ Goal  2:  implementing  and  tracking  strategic  plan  recommendations, 

♦ Goal  3:  recognizing  the  Strategic  Plan  as  the  guiding  document  for  the  Department’s  strategic 
development  over  the  next  several  years  and 

♦ Goal  4:  communicating  strategic  plan  implementation  progress  to  the  community. 

To  measure  achievement  of  the  goals  stated  above  a number  of  objectives  have  been  targeted  in 
relation  to  each  goal.  Achievement  of  the  following  objectives  will  be  utilized  in  analysis  of  whether 
the  strategic  planning  initiative  process  and  strategic  plan  implementation  impact  goals  are  met: 

Goal(l)  Objective: 

♦ Department  leadership  and  staff  will  review  the  budget  with  relation  to  strategic  planning 
recommendations  throughout  all  phases  of  budget  development.  The  budget  should  be 
consistent  with  the  strategic  direction  of  the  Department. 
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Gcal  (2)  Objectives: 

♦ Department  will  comply  with  implementation  guidelines  as  approved  by  the  Health  Commission 
(see  attached  Implementation  Guidelines)  and 

♦ Department  leadership  and  staff  will  annually  review  the  Department’s  programs  vis-a-vis  the 
strategic  planning  recommendations  and  report  their  findings  and  recommendations  to  the 
Health  Commission.  This  review  will  document  program  deviations  from  the  Plan  and  why. 

Gcal  (3)  Objectives: 

♦ The  Director  of  Health  and  Health  Commission  will  regularly  address  developments  within  the 
Department  and  in  the  community  with  relation  to  the  Plan  and 

♦ Department  leadership  and  staff  will  cite  the  relationship  of  program  changes  (enhancements, 
modifications  or  reductions)  to  the  Plan  when  presenting  such  changes  to  the  Health 
Commission  for  approval. 

Gcal  (4)  Objectives: 

♦ Department  will  ensure  that  consumers  and  the  community- at- large  have  the  opportunity  to 
recommend  modifications  to  the  Plan  in  order  to  address  changes  in  community  health  needs. 

B.  Timeline 

The  evaluation  component,  like  implementation  of  any  recommendations,  will  occur  in  phases.  It  is 
expected  that  full  implementation  of  the  strategic  plan  and  thus  its  evaluation  will  take  some  time 
due  to  the  complexities  involved  in  creating  change  to  address  multi-faceted  issues.  As  indicated  in 
the  Implementation  Guidelines,  an  implementation  plan  and  timeline  approved  by  the  Health 
Commission  will  be  developed  within  three  months  of  the  Health  Commission’s  approval  of  the 
strategic  plan. 

The  communication  strategy  and  strategic  plan  process  will  be  evaluated  within  three  months  of 
approval  of  the  strategic  plan  by  the  Health  Commission.  A timeline  for  evaluation  of  the  impacts 
of  strategic  plan  implementation  will  be  developed  in  conjunction  with  the  implementation  plan  and 
timeline.  Evaluation  of  the  impacts  of  strategic  plan  implementation  will  be  an  on-going  process 
throughout  implementation  of  strategic  plan  recommendations. 
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VII.  NEXT  STEPS  AND  IMPLEMENTATION 


i 


This  Strategic  Plan  does  not  address  implementation.  However,  the  Steering  Committee  adopted 

the  following  recommendations  for  the  implementation  of  any  adopted  components  of  this  plan. 

The  Steering  Committee  recognizes  that  the  implementation  of  this  Strategic  Plan  will  be 

implemented  over  a period  of  time. 

A.  Implementation  Recommendations 

The  recommendations  address  decision-making,  management  of  process,  communication, 

evaluation  and  timeline. 

DeaswbMakvng 

♦ The  San  Francisco  Health  Commission  will  provide  final  oversight  and  approval  of  all  strategic 
plan  recommendations  resulting  from  the  strategic  planning  initiative. 

Mamgment  <f Process 

♦ The  strategic  planning  committees  will  end  on  December  31,  2000,  prior  to  approval  of  the 
Department’s  strategic  planning  policy  direction. 

♦ Delegate  the  responsibility  of  implementing  the  strategic  plan  to  Department  staff  upon 
approval  of  strategic  planning  policy  recommendations  by  the  Health  Commission. 

♦ Develop  an  internally  staffed  strategic  planning  implementation  oversight  team  Incorporate 
other  Department  service  contractors  at  critical  implementation  junctures  identified  on  the 
implementation  timeline  as  appropriate. 

♦ Develop  implementation  teams  charged  by  the  Director  of  Health  to  implement  the  Strategic 
Plan.  Incorporate  appropriate  Department  staff  and  other  representatives. 

♦ Develop  a tracking  mechanism  for  implementing  aspects  of  the  strategic  plan.  See  attached 
sample  Implementation  Schedule. 

♦ Implement  key  components  of  the  strategic  plan  in  phases. 

ConrnimkatuM 

♦ Conduct  a series  of  forums  with  staff  and  the  community  communicating  the  adopted  Strategic 
Plan. 

♦ Gather  input  from  the  community  regarding  Strategic  Plan  recommendations  that  affect  the 
community  through  Health  Commission  and  town  hall  meetings. 

♦ Develop  and  utilize  a communications  plan  to  inform  the  Health  Commission,  Department 
staff,  clients  and  the  community  of  the  progress  of  implementation  on  a quarterly  basis  (and 
more  frequently,  if  required). 


123 


♦ Inform  the  strategic  planning  committees  annually  on  progress  of  Strategic  Plan  implementation. 
Evaluation 

♦ Develop  an  evaluation  component  to  utilize  for  Department  program  evaluation. 

♦ Evaluate  each  implemented  program  initiative  for  effectiveness. 

♦ Annually  review  implementation  progress  against  strategic  plan  recommendations. 

Turdine 

Develop  an  implementation  timeline  within  three  months  of  the  Health  Commission’s  approval  of 
the  Strategic  Plan.  The  implementation  timeline  should  be  approved  by  the  Health  Commission. 


B.  Tracking  Implementation 

The  next  page  provides  a sample  tracking  mechanism  that  could  be  used  by  the  Department  as  it 
implements  the  Strategic  Plan.  The  tracking  mechanism  identifies  the  priority,  responsible  party, 
timeframe,  status  and  outcome. 
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DEPARTMENT  OF  PUBLIC  HEALTH 
STRATEGIC  PLANNING  INITIATIVE 


Outcome 
Reported  To 

Health  Commission 
Dr.  Katz 
Tony  Wagner 

Implementation  Team 

Outcome 

To  be  determined. 

S 

3 

In  progress. 
In  progress. 
Complete 
In  progress 

Timeframe  i 

August  1,  2001 
May  30,  2001 
March  1,  2001 
April  30, 2001 
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Personnel 

Priority  1: 

Department  Leadership 

Goal  1: 

Tony  Wagner 

Objective  1: 
Appropriate 
Implementation  Teams. 

Objective  2: 
Appropriate  Director  at 
each  CHN  facility 
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Example 
Priority  1: 

Increase  health  education 
activities  available 
Departme  nt- wide . 

Goal  1: 

Offer  bi-weekly  health 
education  classes  to  be 
held  at  all  Community 
Health  Network  (CHN) 
facilities. 

Objective  1: 

Identify  topics  for 
classes  that  address 
current  health  needs 
of  each  individual 
CHN  facility  patient 
population. 

Objective  2: 
Develop  a six  month 
speaker  schedule. 

GLOSSARY  OF  KEY  TERMS 


Access 

Potential  and  actual  entry  of  an  individual  or  population  into  the  health 
services  system.  It  is  featured  by  such  factors  as  private  or  public  insurance 
coverage.  The  probability  of  entry  is  also  dependent  upon  the  wants, 
resources  and  needs  that  patients  may  bring.  Actual  entry  into  the  system  is 
described  by  utilization  rates  and  subjective  evaluations  of  care.  Ability  to 
obtain  wanted  or  needed  services  may  also  be  influenced  by  the  distance  one 
has  to  travel,  waiting  times,  total  income  and  whether  one  has  a regular 
source  of  care. 

A cute  Care 

Medical  treatment  rendered  to  individuals  whose  illnesses  or  health  problems 
are  of  a short-term  or  episodic  nature. 

Advocacy 

Activities  that  are  focused  on  securing  needed  services  for  an  individual 
consumer  or  a group,  such  as  education  of  consumers  about  their  rights, 
promoting  legislative  and  funding  initiatives  to  enhance  or  reform  services 
and  working  to  make  access  of  services  easier  for  consumers. 

Alternatives  to 
Institutional  Care 

Range  of  health,  nutritional,  housing  and  social  services  designed  to  keep 
persons  out  of  institutional  care  when  it  is  clinically  appropriate  to  do  so. 
The  goal  is  to  provide  the  range  of  services  necessary  to  allow  the  person  to 
continue  to  function  in  home  and  community  environments. 

Appropriateness 

Appropriate  health  care  is  care  for  which  the  expected  health  benefit  exceeds 
the  expected  negative  consequences  by  a wide  enough  margin  to  justify 
treatment. 

Blended  Services 

Two  or  more  agencies  cooperate  in  the  funding  and/ or  delivery  of  services 
at  one  site.  The  services  from  each  agency  are  usually  different,  but 
complementary  and  coordinated. 

CalWORKS 

California  Work  Opportunities  and  Responsibility  to  Kids  Program; 
California’s  version  of  the  federal  Temporary  Assistance  to  Needy  Families 
(TANF)  program.  TANF  is  a new  federal  means  tested  program  to  assist 
people  who  need  financial  support  to  care  for  their  minor  children.  It  is  not 
an  entidement. 

Capitation 

A method  of  payment  for  health  services  in  which  an  individual  or 
institutional  provider  is  paid  a fixed  amount  for  each  person  served,  without 
regard  to  the  actual  number  or  nature  of  services  provided  to  each  person  in 
a set  period  of  time.  Capitation  is  the  characteristic  payment  method  in 
certain  health  maintenance  organizations. 

Case  Management 

The  monitoring  and  coordination  of  treatment  rendered  to  patients  with 
specific  diagnosis  or  requiring  high-cost  or  extensive  services. 
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Conmavty  based 
Services 

The  blend  of  health  and  social  services  provided  to  an  individual  or  family  in 
their  community  or  neighborhood  for  the  purpose  of  promoting, 
maintaining  or  restoring  health  or  minimizing  the  effects  of  illness  and 
disability.  The  services  have  been  developed  in  collaboration  with  the 
specific  community  for  which  the  services  are  intended.  It  recognizes  and 
utilized  natural  community  supports,  is  coordinated  with  other  community 
service  providers  and  has  as  part  of  its  purpose  supporting  consumers  in 
remaining  in  the  community. 

CamnimUy  Oriented. 
Primary  Care 

An  approach  to  providing  primary  care  services  that  systematically  identifies 
and  addressed  health  problems  in  a defined  population.  Interventions  may 
include  both  medical  and  non-medical  interventions  to  meet  the  health  care 
needs  of  the  population. 

Consumer 

One  who  may  receive  or  is  receiving  health  services. 

Cultural  and  L tngwstic 
Competence 

Services  that  are  sensitive  to  the  consumer’s  cultural  identity,  available  in  the 
client’s  primary  language,  and  use  the  natural  support  provided  by  the 
consumer’s  culture  and  community  to  empower  him  or  her.  Cultural  and 
individual  diversity  is  recognized,  valued  and  utilized. 

Disease 

A failure  of  the  adaptive  mechanisms  of  an  organism  to  counteract 
adequately,  normally  or  appropriately  to  stimuli  and  stresses  to  which  it  is 
subjected,  resulting  in  a disturbance  in  the  function  or  structure  of  some  part 
of  the  organism. 

Epidemiology 

The  study  of  the  patterns  of  determinants  and  antecedents  of  disease  in 
humans.  It  utilizes  biology,  clinical  medicine  and  statistics  in  an  effort  to 
understand  the  causes  of  illness  and/ or  disease.  The  goal  is  to  apply  this 
knowledge  to  disease  prevention  and  health  promotion. 

Ezaluation 

In  health  services  research,  a systematic  analysis  of  the  degree  to  which  a 
program  or  initiative  has  achieved,  or  is  capable  of  achieving,  its  goals  and 
objectives.  In  medicine,  an  analysis  of  a patient’s  condition. 

Health 

The  state  of  complete  physical,  mental  and  social  well-being  and  not  merely 
the  absence  of  disease  or  infirmity.  Health  has  many  dimensions 
(anatomical,  physiological  and  mental)  and  is  largely  culturally  defined.  The 
relative  importance  of  various  disabilities  will  differ  depending  upon  the 
cultural  milieu  and  the  role  of  the  affected  individual  in  that  culture.  Most 
attempts  at  measurement  have  been  assessed  in  terms  of  morbidity  and 
mortality. 

Health  Care 

Diagnosis,  treatment  or  rehabilitation  of  a patient  under  care,  accomplished 
on  a one-to-one  basis. 
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Health  Insurance 


Health  Promotion 


Health  Status 


Hospital 


Mandate  (Health 
Services) 


Financial  protection  against  the  medical  care  costs  arising  from  disease  or 
accidental  bodily  injury.  Such  insurance  usually  covers  all  or  part  of  the 
medical  costs  of  treating  the  disease  or  injury.  Insurance  may  be  obtained  on 
either  an  individual  or  a group  basis. 

Any  combination  of  health  education  and  related  organizational,  political 
and  economic  interventions  designed  to  facilitate  behavioral  and 
environmental  adaptations  that  will  improve  or  protect  health. 

The  state  of  health  of  a specified  individual,  group  or  population.  It  may  be 
measured  by  obtaining  proxies  such  as  people’s  subjective  assessments  of 
their  health,  by  one  or  more  indicators  of  mortality  and  morbidity  in  the 
population  or  by  using  the  incidence  or  prevalence  of  major  diseases.  Health 
status  is  the  outcome  measure  for  the  effectiveness  of  a specific  population’s 
medical  care  system. 

An  institution  whose  primary  function  is  to  provide  inpatient  diagnosis  and 
therapeutic  services  for  a variety  of  medical  conditions,  both  surgical  and 
non-surgical.  In  addition,  most  hospitals  provide  some  outpatient  services, 
particularly  emergency  care. 

Health  services  provided  the  poor  or  those  unable  to  pay.  Since  may  indigent 
patients  are  not  eligible  for  federal  or  state  programs,  the  costs  which  are 
covered  by  Medicaid  are  generally  recorded  separately  from  indigent  care 
costs. 

Process  by  which  a range  of  public  health,  physical  health  and  behavioral 
health  services  are  coordinated  and  arranged  to  provide  a comprehensive 
delivery  system  The  goal  of  integration  is  to  improve  access  to  services. 
Integration  can  occur  interdepartmentally  and  intra- depart  mentally. 

An  activity  that  state  law  requires  the  county  to  do  and  failure  to  do  it  results 
in  consequences.  These  consequences  can  be  financial  or  legal  and  include 
refusal  of  the  State  to  pay  money  or  claim-cutting  (I.e.,  the  State  taking  back 
money)  or  a court  ordering  the  county  to  provide  the  service. 


Medicaid  (known  as  A federally- aided,  state- operated  and  administered  program  which  provides 

Medi-Cal  in  California)  medical  benefits  for  certain  indigent  or  low- income  persons  in  need  of 

health  and  medical  services.  The  program  is  basically  for  the  poor.  It  does 
not  cover  all  of  the  poor,  however,  but  only  persons  who  meet  specified 
eligibility  criteria. 


People  who  cannot  afford  needed  health  care  because  of  insufficient  income 
and/ or  lack  of  adequate  health  insurance. 
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Medicare 


M ultiple  Diagnosis 
(Dual  and  triple 
diagnosis) 

Need 


Outpatient 


Prevention  Seruces 


Primary  Care 


Prouder 


Public  Health  ■ 


A federal  health  insurance  program  for  people  aged  65  and  over,  for  persons 
eligible  for  social  security  disability  payments  and  for  certain  workers  and 
their  dependents  with  disabilities.  It  consists  of  two  separate  but 
coordinated  programs:  hospital  insurance  (Part  A)  and  supplemental  medical 
insurance  (Part  B). 

A situation  in  which  a consumer  has  more  than  one  major  health  problem  or 
disability.  This  term  is  used  in  a general  way  to  refer  to  dual,  triple  and  cases 
with  even  more  than  three  diagnoses. 

In  health  services,  need  has  a normative  connotation  (i.e.,  the  amount  of  a 
good  or  service  which  should  be  consumed).  Because  of  the  technical  nature 
of  medical  care,  this  value  judgment  is  generally  made  by  the  health 
professional  rather  than  the  consumer  of  the  services.  In  health  planning, 
need  is  the  appropriate  amount  of  health  facilities  and  services  required  for  a 
given  area. 

A patient  who  receives  ambulatory  care  at  a hospital  or  other  facilities 
without  being  admitted  into  the  facility.  Usually,  it  does  not  mean  people 
receiving  services  from  a physician’s  office. 

A board  term  which  includes  all  the  different  types  of  prevention  activities  - , 
primary  (pre-problem),  secondary  (early  intervention)  and  tertiary 
(treatment).  It  is  distinguished  from  other  categories  of  services  in  that  all 
the  services  classified  in  this  way  are  aimed  at  forestalling  the  progression  of 
a condition  and/ or  preventing  the  necessity  for  consumers  to  need  a more 
intense  level  of  services. 

Basic  or  general  health  care  focused  on  the  point  at  which  a patient  ideally 
first  seeks  assistance  from  the  medical  care  system  Primary  care  is 
considered  comprehensive  when  the  primary  provider  takes  responsibility 
for  the  overall  coordination  of  the  care  of  the  patient’s  health  problems,  be 
they  biological,  behavioral  or  social. 

Hospital  or  licensed  healthcare  professional,  or  group  of  hospitals  or  health 
care  professionals  that  provide  health  care  services  to  patients.  May  also 
refer  to  medical  supply  firms  and  vendors  of  durable  medical  equipment. 

The  science  dealing  with  the  protection  and  improvement  of  community 
health  by  organized  community  effort.  Public  health  activities  are  generally 
those  which  are  less  amenable  to  being  undertaken  by  individuals  or  which 
are  less  effective  when  undertaken  on  an  individual  basis  and  do  not  typically 
include  direct  personal  health  services. 
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Quality  cf  Care 


Safety  Net 


Uninsured 

Utilization 


Can  be  defined  as  a measure  o the  degree  to  which  delivered  health  services 
meet  established  professional  standards  and  judgments  of  value  to  the 
consumer.  Quality  may  also  be  seen  as  the  degree  to  which  actions  taken  or 
not  taken  maximize  the  probability  of  beneficial  health  outcomes  and 
minimize  risk  and  other  untoward  outcomes,  given  the  existing  state  ot 
medical  science  and  ait.  Quality  is  frequently  descnbed  as  having  three 
dimensions:  (1)  quality  of  input  resources,  (2)  quality  of  the  process  ot 
services  delivery  and  (3)  quality  of  outcome  of  service  use. 

Term  designates  those  providers  and  health  care  facilities  which  have 
historically  provided  health  care  services  to  low-income,  uninsured  and 
indigent  persons.  Generally  these  pmvider  are  public  or community  based, 
non-profit  providers.  Safety  net  providers  have  limited  funding  to  provide 
services  to  these  populations. 

The  process  that  is  used  to  develop  goals  and  strategies.  It  is  periodically 
undertaken  by  organizations  to  ensure  that  they  have  developed  an 
appropriate  plan  for  meeting  their  mission. 

People  who  lack  public  or  private  health  insurance. 

Use-  commonly  examined  in  terms  of  patterns  or  rates  of  use  of  a single 
service  or  type  of  service  (e.g.,  hospital  care,  physician  visits,  PrescnPGon 
drugs).  Use  is  also  expressed  in  rates  per  unit  of  population  at  nsk  tor  a 

plraom^kh  medical  and  psychosocial  barriers  to  effective  medical  cam 
Such  barriers  (vulnerabilities)  include  poverty,  poor  social  support,  lack  ot 
health  insurance,  maiginal  housing,  mental  illness,  violence,  language 
barriers,  age,  minority  status,  illiteracy,  addictions,  criminal  justice  system 
involvement,  immigration  status,  and  transportation  problems. 
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APPENDIX 

A 


SAN  FRANCISCO  DEPARTMENT  OF  PUBLIC  HEALTH 
STRATEGIC  PLANNING  PRESENTATIONS 


Community  Town  Hall  Meetings 


Location 

No.  of  Attendees 

B VHP/Visitation  Valley/Potrero  - Super.  District  10 
.(Southeast  Community  College) 

41 

Chinatown/Nob,  Russian,  Telegraph  Hills, 
Waterfront  - Super.  District  3 
(Francisco  Middle  School) 

8 

Excelsior/OMI  - Super.  District  1 1 
(Ingleside  Police  Station) 

11 

Mission/Bemal  Heights  - Super.  District  9 
(Horace  Mann  Middle  School) 

23 

Noe  Valley/Castro/Glen  Park  - Super.  District  8 
(Noe  Valley  Ministry) 

4 

SOMA/Tenderloin/Treasure  Isl.  - Super.  District  6 
(SOMA  Recreation  Center) 

11 

Sunset  - Super.  District  4 
(Christ  Church  Lutheran) 

0 

Western  Addition/Filmore  - Super.  District  5 
(Western  Bay  Conference  Center) 

47 

Community  Advisory  Board  Meetings 


Group 

No.  of  Attendees 

BVHP  Health  and  Environmental  Assessment 
Project  Board 

39 

CHN  Citywide  Community  Advisory  Board 

5 

City-wide  Alcohol  Advisory  Board 

11 

HIV  Prevention  Planning  Council 

30 

Maternal  Child  and  Adolescent  Health  Advisory 
Board 

7 

Mental  Health  Board  (2  meetings) 

45 

Ocean  Park  Health  Center  Comm.  Advisory  Board 

11 

Ryan  White  CARE  Council 

35 

Tom  Waddell  Health  Center 

10 

Treatment  on  Demand  Planning  Council 

27 

Other  Community  Groups  And  Interested  Stakeholders 

Group 

No.  of  Attendees 

Chinatown  (Beacon  Center) 

115 

DPH  Contractors 

28 

NICOS 

35 

Potrero  Hill  (Potrero  Hill  Neighborhood  House) 

27 

San  Francisco  Neighborhood  Legal  Assistance 

32 

Foundation 

West  Bay  Filipino  Multi-Service 

39 

Whitney  Young  Child  Development  Center  Board 

12 

Staff  Town  Hall  Meetings  and  Presentations 

Location 

No.  of  Attendees 

CYF  Mental  Health  Providers 

19 

Central  Administration  101  Grove  Street 

24 

Chinatown/North  Beach  Mental  Health  Services 

24 

Community  Health  Network  Building  (3  meetings) 

140 

Community  Mental  Health  Services  Medical 

12 

Directors 

... 

Community-Oriented  Primary  Care  Centers 

Castro  Mission 

22 

Chinatown 

33 

Maxine  Hall 

30 

North  of  Market 

(not  available) 

Ocean  Park 

22 

Potrero  Hill 

canceled 

Silver  Avenue 

23 

Southeast 

25 

Special  Programs  for  Youth 

21 

Tom  Waddell 

13 

DPH  Children,  Youth  and  Families  Steering 

23 

Committee 

Laguna  Honda  Hospital 

11 jl 

OMI  Family  Center 

(Meeting  did  not  take  place) 

PHP  Various  Locations  — Five  lunch  meetings 

150 

San  Francisco  General  Hospital 

18 

SFGH  Service  Chiefs 

15 

South  of  Market  Mental  Health  Services 

(Not  Available) 

Sunset  Mental  Health  Services 

27 

Total  Attending  =1,369 

SUMMARY  OF  COMMUNITY  TOWN  HALL  MEETING  COMMENTS 
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SUMMARY  OF  COMMUNITY  TOWN  HALL  MEETING  COMMENTS 


Mentally  111  Violence  Prevention  and  Crisis  Intervention 

(continued)  • Domestic  violence  prevention/violence  prevention  needs 


SUMMARY  OF  COMMUNITY  TOWN  HALL  MEETING  COMMENTS 
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COORDINATION  WITH  OTHER  CITY  DEPARTMENTS  AND  CBOs 
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Funding  Decisions 

• How  can  we  look  at  unfilled  needs  when  there  is  a deficit? 

• How  does  the  Department  decide  to  cut  a program’s  funding  or  stop  funding? 
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community  such  as  communicable  disease 

Department  should  increase  money  and  support  for  prevention 


SUMMARY  OF  COMMUNITY  TOWN  HALL  MEETING  COMMENTS 


Strategic  Planning  needs  to  focus  on  fundamental  core  questions 

- the  City’s  political  will 

- California  should  be  aggressive  regarding  the  waiver 

- the  City’s  strategy  for  public  health 

Worried  about  adding  things  when  current  programs  need  funding 


Funding  Issues  (Contractors) 

• Need  DPH  to  solicit  large  private  funding 

- DPH  needs  a development  director  to  go  after  big  money 

• We  need  “cost  of  doing  business”  funding 

• Salaries  to  low  to  recruit  minority  staff  and  this  hinder  are  growth 
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BEHAVIORAL  HEALTH  SERVICES 
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Prevention  Strategies 

• Need  better  street  level  tracking  of  drug  use  as  opposed  to  reacting  to  situations  need  to  be  proactive 

• Need  to  shift  funding  to  the  front  end  (not  just  focus  on  treatment) 


Substance  Abuse 

• Methadone  works  and  should  be  expanded 

• Develop  a detoxification  center  for  intoxicated  individuals 
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Not  an  appropriate  level  of  staff  at  YGC 

No  adequate  follow-up  core  after  leaving  YGC  - if  problems,  need  to  identify  (even  within  CHN) 
Some  children  have  severe  head  trauma  and  injury  that  is  goes  unaddressed 


COORDINATION  WITH  OTHER  CITY  DEPARTMENTS 
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It  is  essential  for  all  staff  to  have  e-mail  so  communication 

Must  we  maintain  technical  state  of  the  art  - digital  technology,  etc.  - to  maintain  quality  of  care. 
LCR  needs  immunization  records  for  all  children  not  just  those  5 and  under 


Orientation  and  Training 

• Essential  for  new  staff  to  have  new  employee  orientation 

• Managers  and  staff  need  development  and  training. 
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• Double  messages  from  the  Department 

• Strategic  planning  to  increase/improve  services  while  we  are  hearing  about  cuts 

• Pressure  to  increase  productivity  but  this  increases  deficit  if  a majority  of  the  patients  are  uninsured 

Consumer  Input 

• Decision  has  already  been  made  to  combine  aging  and  disabled  services  and  programs  without  provider  or  consumer  input. 


ENVIRONMENTAL  HEALTH 
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cal  Management  and  Prioritization 

When  the  Department  runs  out  of  money,  things  still  keep  getting  purchased 

The  Department’s  budget  process  needs  more  rationality — we  need  to  relate  services  to  actual  costs 

City  needs  to  recognize  that  a quality  Health  Department  needs  increased  general  fund  support  if  other  revenues  are  going  down. 


City  Fiscal  Oversight 

• The  City  needs  to  clarify  the  term  “surplus”  - what  is  it  and  what  can  it  be  used  for? 

• If  the  Department  saves  money,  can  it  be  retained  as  opposed  to  going  back  to  general  fund? 
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DPH  Mission 

• There  appears  to  be  a conflict  in  the  mission  of  the  Department;  we  are  told  that  primary  mission  is  to  the  uninsured  while  a major 
strategy  it  to  increase  the  insured  population. 

- Sense  of  conflict  for  people  facing  patients  in  the  exam  room  or  at  registration. 


Salary  Savings 

♦ Salary  savings  does  not  work  - it  doesn’t  allow  for  proper  staffing  or  for  planning. 
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Environmental  Health 

• Environmental  health  should  be  strengthened 


SUMMARY  OF  DEPARTMENT  (STAFF)  TOWN  HALL  MEETING  COMMENTS 

Alternative  Care 

• Move  away  from  medical  model  toward  alternative  care 

• The  Department  should  provide  alternatives  to  detox,  such  as  acupuncture 
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Pediatric 

• We  need  to  develop  acute  pediatric  rehabilitation 


Need  more  dental  services  than  provided 
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Assisted  living  services  are  a major  gap  in  the  network.  More  assisted  living  services  would  help  to  decompress  acute  services. 


Board  and  Care 

• There  is  a significant  lack  of  available  shelter  beds 

• Board  and  care  slots  are  also  greatly  needed. 

• The  hot  line  hotels  available  at  discharge  are  not  adequate  to  meet  the  needs. 
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Increase  available  housing  to  discharge  to 
We  must  work  cooperatively  (MHRF,  SFGH,  LHH) 


Specialty  Units 

• Specialty  units  (geropsychological,  neuropsychological)  dealing  with  more  highly  functioning  patients;  what  about  the  worse  off  patients? 
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Uninsured 

• The  numbers  of  uninsured  have  grown  substantially;  we  can’t  serve  the  people  already  in  our  system 
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There  is  a feeling  of  resentment  for  taking  care  of  the  insured  patients  and  taking  space  that  could  be  used  for  the  uninsured 
- We  see  this  in  primary  care  setting 


Prevention 

• Pedestrian  accidents 

• We  can’t  manage  unless  we  have  prevention 


Nursing  Staff 

• Nursing  staff  is  not  well  prepared  in  advances  in  technology 


Training 

• Provide  incentives  to  staff  to  improve  skills  through  education. 
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SOCIO-ECONOMIC  ISSUES 


STRATEGIC  PLANNING  INITIATIVE  AND  PROCESS 
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Community  Input 

• People  outside  the  Department  need  give  their  input  through  the  community  town  halls. 

• Community  needs  to  be  a part  of  every  stage  in  program  development  and  implementation. 


Mandate 

• County  doing  the  right  thing  by  having  broader  mandate  than  state 
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LIST  OF  HEALTH  COMMISSION  RESOLUTIONS  RELEVANT  TO  STRATEGIC  PLANNING 
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Recommendation:  Dedicate  staff  to  gather  needed  data  and  perform  recommended 
proposed  analysis  to  answer  the  questions  described  below: 

A.  How  could  the  SFDPH  fulfill  its  mission?  What  are  the  options  (using  data  to  form 
this  decision)? 

□ Public  Health  Expenditures  - what  do  you  have  to  work  with 

1 . using  the  SF  Budget  of  $850  million  compare  expenditures  to  “like”  or 
expert  selected  counties  for: 

• population  based  services 

• delivery  system  - individual  health  care  provided  directly  or 
contracted 

• per  capita  costs 

• ranking  within  state 

• organizational  models  (directly  provided  vs.  contracted) 

2.  using  the  SFDPH  budget  of  $850  million  allocate  the  funding  needed  for 
county  specific  mandated  services,  use  the  remainder  budget  to  develop 
funding  priorities 

□ Personal  Health  Services  - how  much  is  spent  for  San  Franciscans’  health  care 
delivery  (grants,  federal  subsidies,  insurance,  out  of  pocket,  etc.)? 

1 . Actuarial  analysis? 

2.  Update  per  capita  expenditures  done  for  Blue  Ribbon 

B.  Designing  an  actuarial  formula  what  is  the  scope  of  services  needed  for  population 
health  for  750,000  personal  delivery  services  for  100,000? 

□ Population  based  services  - traditional  public  health  responsibility 

1 . Basic  services  + indicators  for  monitoring 

• required  service 

• cost 

• identify  any  agency  in  SF  or  Bay  Area  providing  a like  service; 
potential  for  regionalization 

• indicator  for  monitoring  effectiveness 

2.  Desired  services 

□ Delivery  System  for  100,000  of  whom  75%  should  be  viewed  as  medically  or 
psycho-socially  complex.  This  can  be  public  or  private. 

3.  Basic  Services  for  delivery  system 

• acute  beds/100  = 150  med/surg  using  500  days/1000 


• expected  births,  deaths 

• long  term  care  beds/1000 

• primary  providers/1000  = 100  using  1/2  Managed  Care  standard 

• specialists  by  category/1000 

• emergency  visits/1000 

• psych  admissions/days/1000 

4.  Enhanced  services  for  better  patient  management  [e.g.  case 
management,  housing,  transportation,  etc.] 

C.  Compare  formula  to  existing  public  and  private  resources  to  identify  capacity  or 
gaps 

1 . Identify  gaps  and  relate  to  Health  Commission  priorities 

2.  Propose  models  or  administrative  re-configurations  for  transferring 
resources  to  meet  service  gaps 
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1 The  DPH  Strategic  Planning  process  included  the  analysis  of  the  CHN  strategic  plan  of  1999  & 2000.  The  co-chairs  of  the  DPH  committee  were  members  of  the  CHN  process. 
CHN  staff  also  participated  in  the  DPH  subcommittees  working  on  the  recommendations.  The  purposes  of  this  review  is  to  identify  the  issues  raised  in  the  CHN  process  and 
formulated  into  goals  and  highlight  those  not  included  in  the  overall  DPH  recommendations. 

2 CHN  Goals  and  Objectives  based  on  updated  1 1/99  report 


3 471  Patients  admitted  to  SFGH  three  or  more  times  in  1998-99  with  a diagnosis  of  Severe  Persistent  Mental  Illness.  ICD9  diagnoses  include  Schizophrenic  disorders,  affective 
psychoses,  paranoid  state  and  other  non-organic  psychoses. 


Special  study  identifying  500  patients  with  >3  admissions/year  to  the  Medicine  & Family  Medicine  Services. 
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Executive  Summary 

The  Primary  Care  Internal  Assessment  Task  Force  was  charged  by  Dr.  Melissa  Welch,  CHN  Chief 
Medical  Officer  and  convened  in  April  2000  to  provide  recommendations  on  the  most  efficient  and 
effective  way  to  deliver  primary  care  services  within  the  San  Francisco  Department  of  Public  Health 
(DPH).  A broadly  representative  group  from  DPH,  UCSF,  the  San  Francisco  Community  Clinic 
Consortium,  and  the  Citywide  Advisory  Board  for  Primary  Care  met  for  2 V2  months  to  conduct  an 
analysis  and  develop  recommendations.  A request  was  made  by  DPH  Strategic  Planning  Co-Chairs 
to  have  the  recommendations  from  the  Primary  Internal  Assessment  Task  Force  presented  to  the 
Populations  and  Programs  Committee  of  DPH  Strategic  Planning.  The  final  report  was  reviewed 
with  Dr.  Welch,  CHN  Leadership,  the  CHN  Joint  Conference  Committee  and  presented  to  the 
combined  DPH  Strategic  Planning  Populations  and  Programs  / Steering  Committee  meeting 
occurred  on  August  9, 2000. 

Strengths,  Weaknesses,  Opportunities  and  Threats  (SWOT)  Assessment 

A Strengths,  Weaknesses,  Opportunities  and  Threats  (SWOT)  assessment  of  the  existing  primary 
care  system  delineated  the  perceptions  of  staff  and  Taskforce  members.  Significant  strengths  and 
weaknesses  were  identified. 

Overarching  Issues  (requirements  for  the  operation  of  any  primary  care  system) 

The  Taskforce  identified  several  “overarching  issues,”  or  preconditions  for  the  efficient  operation 
of  any  primary  care  system:  a defined  target  population,  data  on  community  health  needs, 
adequate  support  staff,  staffing  which  is  aligned  with  stated  goals,  efficient  physical  plants,  MIS 
support,  functional  links  within  an  integrated  delivery  system,  and  ability  to  manage  care  of 
patients.  The  current  DPH  Primary  Care  system  is  variably  successful  in  addressing  these  issues. 

Analysis  of  Challenges  Facing  the  DPH  Primary  Care  System 

DPH  and  its  Primary  Care  system  face  serious  challenges.  Declining  public  revenues  and 
escalating  costs  of  medical  care  have  resulted  in  structural  budget  deficits.  At  the  same  time,  the 
need  for  public  health  care  is  steadily  increasing,  due  in  large  part  to  two  major  population-based 
crises:  the  growth  in  uninsured  and  other  “vulnerable”  populations,  and  the  increase  in  “high- 
risk,  complex”  patients. 

The  Taskforce  defined  “vulnerable”  populations  as  those  with  medical  and  psychosocial  barriers 
to  effective  medical  care  (poverty,  poor  social  support,  lack  of  health  insurance,  marginal 
housing,  mental  illness,  violence,  language  barriers,  age,  minority  status,  illiteracy,  addictions, 
criminal  justice  system  involvement,  and  immigration  status).  Vulnerable  populations  are  the 
traditional  users  of  the  public  health  system.  Their  numbers  are  growing  due  to  a number  of 
trends,  such  as  rising  numbers  of  uninsured  and  continued  influx  of  immigrants. 

The  Taskforce  defined  “high  risk,  complex”  patients  as  a subset  of  “vulnerable  populations” 
who  are  particularly  complex  and  at  high  risk  of  poor  health  outcomes  because  of:  1)  multiple 
co-existing  barriers  to  care  (vulnerabilities),  especially  mental  illness,  substance  abuse. 
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homelessness,  and  poor  social  support;  2)  multiple  chronic  medical  illnesses;  and  3)  inability  to 
meet  health  care  and  psychosocial  needs  without  formal  assistance  (such  as  case  management). 
High  risk,  complex  patients  tend  to  utilize  disproportionate  amounts  of  expensive  acute  and 
emergency  care  resources.  Their  numbers  are  increasing  due  to  a number  of  trends,  such  a 
housing  crisis  with  growing  numbers  of  homeless  and  continued  epidemics  of  substance  abuse. 

DPH  is  faced  with  the  difficult  task  of  trying  to  meet  the  needs  of  both  the  vulnerable  and  high 
risk,  complex  populations  in  a time  of  diminishing  resources.  While  successful  treatment  models 
exist  in  some  DPH  Primary  Care  clinics  to  manage  the  care  of  both  populations  of  patients,  these 
systems  of  care  tend  to  have  insufficient  case  management,  mental  health,  and  substance  abuse 
resources.  Many  patients  in  need  of  care  coordination  are  not  linked  with  any  system  of  care. 

Recommendations 

The  Taskforce  defined  5 goals  for  the  DPH  Primary  Care  system,  and  presented  its 
recommendations  as  they  pertain  to  these  goals.  The  goals  and  the  major  recommendations  are: 

Goal  1 : Respond  to, target  population  health  needs  and  ensure  the  appropriate  level  of  care. 

• Continue  to  serve  vulnerable  patients  and  prioritize  high  risk,  complex  patients  for  services, 
including  new  patient  appointments. 

• Phase  out  commercial  managed  care  contracts. 

• Match  clinic  services  with  target  populations. 

Goal  2:  Increase  access  to  the  primary  care  system. 

• Prioritize  for  Primary  Care  services  patients  who  receive  care  in  other  DPH  clinical 
programs,  such  as  SFGH,  Forensics,  Mental  Health,  and  Substance  Abuse  programs. 

• Ensure  that  DPH  Primary  Care  patients  are  prioritized  for  DPH  and  DPH-funded  services, 
particularly  mental  health,  substance  abuse,  case  management,  and  supportive  social  services. 

• Reconfigure  urgent  care  services  to  better  meet  the  needs  of  existing  Primary  Care  patients 
and  unaffiliated  patients. 

• Target  DPH  outreach  services  to  high  risk,  complex  patients  and  refer  them  for  primary  care. 
Goal  3:  Strengthen  services,  fill  gaps  and  maximize  resources. 

• Ensure  collaboration  between  Primary  Care  and  mental  health,  substance  abuse,  and  social 
services. 

• Create  a Service  Integration  Taskforce  to  guide  integration  planning  and  implementation. 

• Initiate  intra-city  regional  planning  efforts  in  which  DPH  Primary  Care  clinics  join  with  local 
agencies  to  better  integrate  services,  including  co-location  of  primary  care  with  mental  health 
and  substance  abuse  services. 

• Strengthen  case  management  services  by  coordinating  assignment  of  case  managers  by  DPH 
programs  and  DPH-funded  CBOs;  targeting  case  management  resources  to  high  risk, 
complex  patients;  and  strengthening  social  work  resources. 

• Promote  interdisciplinary  case  conferences. 
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Goal  4:  Provide  staff  and  trainees  with  the  necessary  skills  to  serve  primary  care  patients. 

• Provide  training  for  Primary  Care  staff  in  the  care  of  high  risk,  complex  patients. 

• Ensure  teaching  opportunities  at  Primary  Care  clinics. 

Goal  5:  Ensure  effective  and  efficient  administration. 

• Maintain  an  interdisciplinary  management  team  at  each  Primary  Care  clinic  site. 

Conclusions 

Both  vulnerable  and  high  risk,  complex  populations  are  increasing  at  a time  of  declining  health 
care  resources.  The  DPH  Primary  Care  system  should  serve  both  populations,  while  prioritizing 
high  risk,  complex  patients  for  critical  services  so  as  to  better  manage  their  care  in  primary  care 
settings.  Multidisciplinary  systems  of  care  directed  at  high  risk,  complex  patients  may  be 
enhanced  through  integration  of  services,  particularly  integration  of  case  management,  mental 
health,  and  substance  abuse  services  with  primary  care.  Intra-city  regional  planning  efforts  and 
collaboration  across  administrative  units  may  further  efforts  to  coordinate  and  integrate  services. 
In  order  to  fund  these  recommendations  with  limited  new  resources,  the  first  option  should  be 
creation  of  augmented  resources  out  of  efficiencies,  especially  through  improved  coordination, 
linkage,  and  targeting  of  existing  resources  throughout  DPH  and  DPH-funded  CBOs.  It  is 
essential  that  staff,  community  members,  community  based  organizations,  and  clients  are 
involved  in  any  decisions  that  significantly  alter  the  DPH  Primary  Care  system. 


♦ ♦ ♦ 
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Introduction 


The  Department  of  Public  Health's  (DPH)  Primary  Care  system  has  been  built  over  the  last 
several  decades.  It  has  developed  as  San  Francisco's  population  has  grown,  the  mission  of  DPH 
has  evolved,  and  health  issues  have  emerged.  The  system  is  a reflection  of  changes  in 
demographics,  health  concerns,  medical  technology,  financing,  and  approaches  to  health  care  and 
well-being.  As  has  been  done  in  the  past,  it  is  time  to  assess  the  system  and  define  new  ways  to 
ensure  that  it  meets  the  needs  of  San  Franciscans  and  maximizes  limited  health  care  resources. 

In  April  2000,  the  Primary  Care  Internal  Assessment  Taskforce  was  charged  by  Dr.  Melissa 
Welch,  CHNCMO  and  was  convened  to  evaluate  and  provide  recommendations  on  the  most 
efficient  and  effective  way  to  deliver  community-based  primary  care  services  within  the  CHN 
primary  care  clinics.  This  work  was  presented  to  Dr.  Welch,  to  the  DPH  Strategic  Planning 
Populations  and  Program  Sub-Committee  and  was  reviewed  by  CHN  Leadership,  Executive 
Staff  of  DPH,  the  Strategic  Planning  Steering  Committee,  and  the  Health  Commission.  The 
Taskforce  was  comprised  of  representatives  from  DPH's  Primary  Care  clinics,  DPH  Population 
Health  and  Prevention  programs,  the  San  Francisco  Community  Clinic  Consortium,  and  the 
Primary  Care  Citywide  Advisory  Board. 

Given  the  short  period  of  time  allotted  for  the  process,  this  analysis  is  somewhat  limited.  Many 
concepts  require  further  examination.  For  example,  the  report  is  largely  qualitative  and  more 
detailed  quantitative  analysis  requires  greater  time  and  resources.  However,  this  report  does 
capture  some  of  the  best  thinking  about  how  to  improve  the  DPH  Primary  Care  system.  The 
Taskforce  made  a concerted  effort  to  “think  outside  the  box,”  while  at  the  same  time  remain 
grounded  in  the  realities  that  face  DPH  today. 

This  report  contains  the  following  sections: 

♦ Review  of  the  process  and  participants; 

♦ Strengths,  Weaknesses,  Opportunities  and  Threats  (SWOT)  assessment  of  the  exiting  DPH 
Primary  Care  system; 

♦ Overarching  Issues  that  have  implications  for  the  operation  of  any  primary  care  system; 

♦ Analysis  of  issues  facing  the  Primary  Care  system  and  scenarios  for  strengthening  the 
system;  and 

♦ Recommendations. 
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Charge 

To  evaluate  and  provide  recommendations  on  the  most  efficient  and  effective  way  to  deliver 
community-based  primary  care  services  within  the  CHN  Primary  Care  clinics. 


Planning  Process 


Steps 

Meeting 

Activity 

Assess  existing  primary  care 
system 

4/26 

Establish  ground  rules;  define  needed  data 

5/10 

SWOT;  distribute  data 

5/17 

Review  data;  finish  SWOT 

Develop  types  of  scenarios  and 
criteria  for  evaluating  scenarios 

5/24 

Lay  out  categories  of  scenarios; 
choose/narrow  possible  scenario  categories; 
define  common  elements  of  scenarios;  define 
criteria  for  evaluating  scenarios 

Develop  and  assess  specific 
scenarios 

5/31 

all  day  mtg 

Define  and  develop  scenarios 

6/7 

6/14 

First  Draft 

6/21 

Review  first  draft 

Get  feedback  on  First  Draft 

6/26-7/13 

Staff  meetings  at  primary  care  clinics, 
feedback  from  other  staff 

Amend  first  draft 

7/12 

Review  comments,  finalize 
recommendations,  make  changes  as 
appropriate 

Final  Draft 

7/20 

Distribute  final  draft 
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Participants 


Jan  Murphy,  Co-Chair 
Administrator 
Primary  Care 

David  Ofman,  Co-Chair 
Medical  Director 
Primary  Care 

Jessica  Wolin,  Facilitator 
Director  of  Planning 
Population  Health  & Prevention 

Diane  Miller 

Director 

CHN  Policy  and  Planning 

Steven  Bragg,  Staff 
Special  Projects 
Primary  Care 

Bob  Alaniz 
Practice  Manager 
General  Medical  Clinic 

Catherine  Wiser 
Nurse  Practitioner 
Silver  Avenue  Health  Center 

Freddie  Smith 

Center  Director 
Southeast  Health  Center 

Ginger  Smyly 
Deputy  Director 

Community  Health  Promotion  and 
Prevention 

Helen  Chen 

Medical  Director 
General  Medical  Center 


John  Gressman 

Executive  Director 

SF  Community  Clinic  Consortium 


John  Stansell 
Medical  Director 
Positive  Health  Program 

Kevin  Coulter 
Medical  Director 
Children's  Health  Center 

Lawrence  Marsco 
Administrative  Nurse 
Positive  Health  Programs 

Lee  Learman 
Medical  Director 
Women's  Health  Center 

Lisa  Johnson 
Medical  Director 
Ocean-Park  Health  Center 

Lori  Kohler 
Medical  Director 
Family  Health  Center 

Madeline  Ritchie 
Center  Director 

Chinatown  Public  Health  Center 

Marcellina  Ogbu 
Center  Director 
Maxine  Hall  Health  Center 

Margie  Hutchinson 
Certified  Nurse  Midwife 
Nurse  Midwifery  Service 


Marian  Pena 
Center  Director 

Tom  Waddell  Health  Center/Homeless 
Programs 

Mary  Anne  McGuire-Hickey 
Director 

Primary  Care  Nursing  & Field  Public 
Health  Nursing 


Merrill  Buice 
Policy  Analyst 

SF  Community  Clinic  Consortium 
Michael  Baxter 

Director,  Balboa  Teen  Health  Center 
Associate  Director,  SPY 

Michael  Drennan 

Medical  Director  & Center  Director 

Potrero  Hill  Health  Center 

Patricia  Green 
Nurse  Manager 
Silver  Avenue  Health  Center 

Patricia  Perez-Arce 
Center  Director 
Castro-Mission  Health  Center 

Peter  Forster 
Medical  Director 

Community  Mental  Health  Services 

Phyllis  Harding 

Director 

Community  Substance  Abuse  Services 

Rev.  Carl  Stuart 
Chair 
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Susan  Obata 
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Melissa  Welch,  MD,  MPH 
Chief  Medical  Officer 
(Executive  Administrator,  Primary 
Care) 
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Definition  of  Terms  and  Abbreviations 


Definition  of  Terms  Used  in  this  Report 

Vulnerable  Populations  and  Patients  - Persons  with  medical  and  psychosocial  barriers  to 
effective  medical  care.  Such  barriers  (vulnerabilities)  include  poverty,  poor  social  support,  lack 
of  health  insurance,  marginal  housing,  mental  illness,  violence,  language  barriers,  age,  minority 
status,  illiteracy,  addictions,  criminal  justice  system  involvement,  immigration  status,  and 
transportation  problems. 

High  Risk,  Complex  Populations  and  Patients  - A subset  of  “vulnerable”  populations, 
consisting  of  persons  who  are  especially  complex  and  at  high  risk  of  poor  health  outcomes 
because  of:  1)  multiple  co-existing  vulnerabilities  (defined  above),  particularly  mental  illness, 
substance  abuse,  homelessness,  and  poor  social  support,  2)  multiple  chronic  medical  conditions 
with  frequent  acute  exacerbations,  and  3)  inability  to  meet  health  care  and  psychosocial  needs 
without  formal  assistance  (such  as  case  management). 

Case  Management  - A service  in  which  a case  manager  assists  patients  in  managing  their  care, 
generally  by  marshaling  and  coordinating  a complex  array  of  services,  offering  psychosocial 
support,  and  linking  with  medical  care  providers.  Case  managers  are  generally  social  workers, 
nurses,  public  health  nurses,  mental  health  professionals,  or  substance  abuse  counselors.  There 
are  different  models  of  case  management,  but  in  the  more  clinical  models,  the  case  manager 
assesses  the  client,  makes  referrals  for  needed  services,  provides  some  needed  services  him  or 
herself,  monitors  the  effectiveness  of  services  in  an  ongoing  relationship,  and  serves  as  an 
advocate  for  the  client  with  outside  agencies.  Case  management  models  may  be  more  or  less 
long  term,  more  or  less  intense,  and  more  or  less  clinically  oriented.  In  utilization  management 
models,  the  case  manager  essentially  serves  as  a gatekeeper  for  various  services.  The  case 
management  referred  to  in  this  document  is  the  clinical  model. 

Care  Management  - A general  term  referring  to  a process  by  which  the  care  of  patients  may  be 
actively  managed  by  a health  care  system,  as  opposed  to  more  laissez-faire  approaches. 

Examples  of  care  management  include  utilization  management  strategies,  quality  improvement 
approaches  to  patient  care,  disease  prevention  programs,  chronic  disease  management  programs 
(e.g.  patient  education,  environmental  assessments,  provider  education,  and  case  management 
resources  for  asthmatic  patients),  and  treatment  models  or  systems  of  care  for  specific 
populations  (e.g.  specialized  health  services,  patient  education,  case  management,  social  services, 
medication  adherence  programs,  and  other  supportive  services  for  HIV  + patients). 

Case  Conference  - A patient-centered  conference  in  which  the  various  professionals  involved 
with  a patient  meet  to  discuss  the  patient’s  care.  Case  conferences  may  occur  at  a time  of 
decision-making  concerning  direction  of  care,  at  times  of  crisis  management,  following  a major 
clinical  event  such  as  hospitalization,  or  on  a more  routine  and  scheduled  basis.  Case 
conferences  may  be  attended  by  the  professionals  treating  the  patient  (doctors,  nurses,  social 
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workers,  mental  health  professionals,  substance  abuse  counselors,  others)  in  order  to  make  a 
specific  decision,  or  may  be  attended  by  the  various  professionals  in  a site  (e.g.  a clinic  or 
agency),  whether  or  not  they  are  involved  in  the  patient’s  care,  for  purposes  of  offering  advice 
and  feedback  to  the  treating  professionals. 

System  of  Care  - A set  of  services  and  multidisciplinary  infrastructure,  generally  targeted  at  a 
specific  population  (e.g.  elderly,  HIV  +),  intended  to  provide  needed  services  in  a systematic 
manner.  Elements  of  an  effective  system  of  care  for  DPH  Primary  Care  patients  tend  to  include 
the  following:  1)  psychosocial  support  services  appropriate  to  the  target  population;  2)  some 
form  of  case  management;  3)  some  form  of  integration  of  mental  health  / substance  abuse 
services  with  primary  care;  and  4)  a multidisciplinary  philosophy  of  care  (multidisciplinary 
teams,  case  conferences,  expertise  in  matching  medical  and  social  support  services  to  complex 
patients,  etc.). 

Intra-city  Regional  Planning  - A Taskforce  recommendation  for  neighborhood  planning  efforts 
in  San  Francisco,  in  which  DPH  Primary  Care  clinics  join  with  other  neighborhood  agencies  to 
better  coordinate  services.  Local  planning  would  involve  DPH  Primary  Care  clinics,  San 
Francisco  Community  Clinic  Consortium  clinics,  Community  Mental  Health  Services, 
Community  Substance  Abuse  Services,  and  CBOs  located  in  the  same  neighborhood. 

DPH  Primary  Care  System  - The  DPH  Primary  Care  System  is  a division  of  the  Community 
Health  Network,  and  comprises  1 7 Health  Centers  and  clinics  located  throughout  the  City  and 
County  of  San  Francisco,  plus  several  satellite  locations.  Six  clinics  are  on  the  SFGH  campus 
(Children’s  Health  Center,  Family  Health  Center,  General  Medicine  Clinic,  Positive  Health 
Program  / Ward  86,  Women’s  Health  Center,  Urgent  Care  Center)  and  1 1 are  in  other 
community  locations  (Balboa  Teen  Clinic,  Castro-Mission  Health  Center,  Chinatown  Public 
Health  Center,  Maxine  Hall  Health  Center,  North  of  Market  Senior  Services,  Ocean  Park  Health 
Center,  Potrero  Hill  Health  Center,  Silver  Avenue  Health  Center,  Southeast  Health  Center, 
Special  Programs  for  Youth  [SPY],  and  Tom  Waddell  Health  Center). 

San  Francisco  Community  Clinic  Consortium  - The  Consortium  represents  the  nonprofit 
primary  care  clinics  in  San  Francisco  which  are  governed  by  community  boards.  Member  clinics 
include  Haight  Ashbury  Free  Medical  Clinic,  Lyon-Martin  Women’s  Health  Services,  Mission 
Neighborhood  Health  Center,  Native  American  Health  Center,  North  East  Medical  Services 
(NEMS),  St.  Anthony  Free  Medical  Clinic,  San  Francisco  Free  Clinic,  and  South  of  Market 
Health  Center.  Several  of  these  clinics  have  relationships  with  SFGH  and  the  CHN,  but  none  are 
owned  or  operated  by  DPH  and  they  are  distinct  from  the  DPH  Primary  Care  system. 

Management  Team,  DPH  Primary  Care  Clinic  - The  Management  Team  of  DPH  Primary 
Care  clinics  generally  consist  of  a Center  Director  or  Clinic  Administrator,  Medical  Director, 
Nurse  Manager,  Principal  Clerk,  and  other  professionals  specific  to  the  individual  health  center 
(social  worker,  nutritionist,  health  educator).  The  administrative  head  of  the  SFGH  primary  care 
clinics  tends  to  be  the  Medical  Director,  while  the  administrative  head  of  the  non-SFGH  primary 
care  clinics  tends  to  be  the  Center  Director. 
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Abbreviations  Used  in  this  Report 


CBOs  - Community-based  organizations,  generally  nonprofit  agencies,  which  may  receive  DPH 
funding. 

CMHS  - Community  Mental  Health  Services,  DPH’s  mental  health  division,  which  both 
provides  direct  mental  health  services  and  funds  CBOs  to  provide  contracted  mental  health 
services.  CMHS  is  a program  of  the  Population  Health  and  Prevention  division  of  DPH. 

COPC  - Community  oriented  primary  care,  the  guiding  philosophy  of  the  DPH  Primary  Care 
division.  COPC  is  the  synthesis  of  primary  care,  community  medicine,  and  public  health.  It 
consists  of  organized  and  comprehensive  primary  care,  a defined  population,  assessment  of 
community  health  needs,  programs  designed  to  meet  community  health  needs,  accessibility  to 
the  community,  and  accountability  to  the  community. 

CSAS  - Community  Substance  Abuse  Services,  DPH’s  substance  abuse  division,  which 
primarily  funds  substance  abuse  services  within  DPH  and  various  CBOs.  CSAS  is  a program  of 
the  Population  Health  and  Prevention  division  of  DPH. 

CHN  - The  Community  Health  Network  of  San  Francisco,  DPH’s  integrated  delivery  system. 
The  CHN  includes  SFGH  and  the  Mental  Health  Rehabilitation  Facility,  DPH  Primary  Care, 
Laguna  Honda  Hospital,  Forensics,  and  Health  at  Home  (Home  Care  Agency). 

DPH  - The  San  Francisco  Department  of  Public  Health. 

IS,  MIS  - Information  System,  Management  Information  System.  CHN  Information  Services 
includes  a clinical  information  system  (the  LCR)  and  various  administrative  information 
systems. 

LCR  - Lifetime  Clinical  Record,  the  clinical  information  system  / electronic  medical  record  of 
the  CHN. 

PCP  - Primary  Care  Provider,  generally  a physician  or  nurse  practitioner  (NP). 

SFGH  - San  Francisco  General  Hospital,  a component  of  the  CHN. 

UCSF  - University  of  California,  San  Francisco,  which  operates  the  clinical  services  at  SFGH 
under  an  affiliation  agreement  and  annual  contract  with  DPH. 
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Assessment  of  Existing  Primary  Care  System 

Strengths,  Weaknesses,  Opportunities  and  Threats  (SWOT) 


In  order  to  examine  efficient  and  effective  ways  to  deliver  primary  care  services,  the  Taskforce 
undertook  an  analysis  of  the  existing  system.  The  Taskforce  defined  an  “effective”  and 
“efficient”  system  as  one  that  provides  quality  care,  meets  the  needs  of  clients  and  staff, 
while  maximizing  resources  and  eliminating  redundancies.  With  that  definition  in  mind,  the 
Taskforce  undertook  a two  step  Strengths,  Weaknesses,  Opportunities,  and  Threats  (SWOT) 
analysis  of  the  existing  Department  of  Public  Health’s  primary  care  services. 


Step  1:  Assessment  based  on  Taskforce  members’,  staff,  and  patients'  experiences  and 

knowledge  of  the  Primary  Care  system. 

The  Taskforce  drew'from  their  knowledge  of  the  concerns,  health  status,  perceived  needs,  and 
wishes  of  clients.  They  also  delineated  the  issues  voiced  by  the  staff  of  the  Primary  Care  clinics 
and  other  programs.  They  tried  to  capture  the  elements  of  the  Primary  Care  system  that  are  the 
strongest  areas  and  weakest  points.  In  addition,  the  Taskforce  examined  the  context  in  which 
primary  care  services  are  delivered,  including  the  opportunities  that  are  currently,  or  may  soon  be 
available,  and  the  threats  that  now,  and  in  the  future,  may  challenge  Primary  Care. 

Step  2:  Examination  of  a wide  array  of  data  about  the  Primary  Care  system. 

The  Taskforce  used  much  of  the  data  that  have  been  gathered  through  other  planning  processes. 
In  addition,  staff  generated  several  data  reports  for  the  purposes  of  the  Taskforce.  They  used  the 
data  to  check  assumptions  and  clarify  strengths  and  weaknesses.  However,  the  data  are  often 
limited  and  analysis  is  an  ongoing  process. 

The  results  of  the  SWOT  analysis  are  provided  in  Appendix  B. 
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Overarching  Issues 


The  Taskforce  identified  a number  of  requirements  for  the  operation  of  any  efficient  and 
effective  primary  care  system.  Without  addressing  the  following  issues,  the  DPH  Primary  Care 
system  will  continue  to  have  significant  inefficiencies  and  will  not  be  able  fully  implement  the 
Taskforce's  recommendations. 


Planning 

♦ A primary  care  system  requires  adequate  data  on  community  health  needs.  The  ability  to 
match  resources  with  need  is  dependent  on  useful  data  that  describe  health-related  needs. 

♦ Long  term  and  strategic  planning  for  primary  care,  as  well  for  the  overall  delivery  system  of 
which  it  is  a part,  are  necessary  to  ensure  that  program  development  follows  a weli  thought- 
out  and  agreed-upon  direction. 


Target  Population  and  Services 

♦ A primary  care  system,  as  well  as  the  overall  delivery  system,  needs  to  adequately  define  its 
target  population  so  that  planning  and  resource  management  are  rational. 

♦ A primary  care  system  functions  best  when  it  is  a part  of  an  integrated  delivery  system  which 
includes  acute  care,  emergency  care,  specialty  care  and  diagnostics,  home  care,  and  long  term 
care. 

♦ A primary  care  system  should  provide  staff  resources  and  training  so  that  all  services  can  be 
provided  in  a “customer  friendly”  manner. 

♦ A primary  care  system  is  at  its  most  cost-effective  when  it  is  able  to  manage  the  care  of  its 
patients,  including: 

V chronic  disease  management  programs  that  devote  resources  to  patient  support  and 
education, 

V prevention  programs  directed  at  the  health  needs  of  its  target  communities, 

V utilization  management  programs  that  support  cost-effective  utilization  decisions,  and 

V quality  management  programs  that  support  a “continuous  quality  improvement” 
orientation. 
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Infrastructure 


A primary  care  system  requires  sufficient  MIS  support  to  ensure  ready  availability  of  clinical 
and  systems  data.  Ongoing  planning  and  funding  for  maintenance  and  expansion  is 
necessary. 

Primary  care  clinics  require  physical  plants  that  allow  for  efficient  use  of  space  and  sufficient 
exam  rooms  to  allow  for  high-productivity  operations. 

A primary  care  clinic  system  must  be  able  to  ensure  the  safety  of  its  patients  and  staff  by 
providing  adequate  security. 


Staffing 

♦ A primary  care  system  requires  sufficient  and  rational  staffing.  Each  site  requires  an 
evaluation  of  its  optimal  staffing  mix,  with  support  staff-to-provider  ratios  that  are  in  line 
with  industry  standards. 

♦ A primary  care  system  must  have  its  staffing  aligned  with  stated  goals.  For  example,  if  a 
clinic’s  target  population  includes  a non-English  speaking  community,  then  adequate 
translators  are  required. 

♦ A public  primary  care  system  should  provide  training  opportunities  that  encourage  young 
people  and  underrepresented  populations  to  pursue  careers  in  health  care. 

Funding 

♦ A primary  care  system  requires  relatively  stable  and  predictable  funding. 
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Analysis  of  Challenges  Facing  the  DPH  Primary  Care  System 


The  current  DPH  Primary  Care  system  has  many  strengths  but  also  faces  serious  challenges. 
Strengths  include  multiple  clinics  with  a variety  of  target  populations  spread  throughout  the  City, 
committed  and  skilled  staff,  high-quality  multidisciplinary  services  directed  at  high-need 
populations,  and  a Community  Oriented  Primary  Care  philosophy.  Challenges  include  chronic 
under-funding  and  staff  shortages,  inadequate  physical  plants,  inadequate  social  work  and  public 
health  nursing  resources  to  case  manage  high-risk  clients,  and  complex  external  administrative 
systems  that  do  not  always  coordinate  patient  care  with  primary  care  providers. 

The  Primary  Care  Internal  Assessment  Taskforce  was  given  the  charge  of  making 
recommendations  on  the  most  efficient  and  effective  way  to  deliver  primary  care  services. 
Recommendations  were  to  build  on  strengths,  address  weaknesses,  and  be  mindful  of  the  larger 
health  care  environment  for  public  institutions. 

The  current  environment  is  dominated  by  declining  public  revenues  and  escalating  costs  of 
medical  care,  which  have  led  to  structural  budget  deficits  for  DPH.  Concurrently,  the  need  for 
public  health  care  has  steadily  increased,  in  large  part  due  to  two  major  population-based  crises: 
the  growth  in  uninsured  and  other  "vulnerable"  populations,  and  the  increase  in  “high  risk, 
complex”  patients. 


Vulnerable  and  High  Risk,  Complex  Populations 

Vulnerable  Populations 

The  Taskforce  defined  “vulnerable  populations”  as  those  with  medical  and  psychosocial  barriers 
to  effective  medical  care.  Such  barriers  (vulnerabilities)  include  poverty,  poor  social  support, 
lack  of  health  insurance,  marginal  housing,  mental  illness,  violence,  language  barriers,  age, 
minority  status,  illiteracy,  addictions,  criminal  justice  system  involvement,  immigration  status, 
and  transportation  problems.  An  example  of  a typical  “vulnerable”  patient  is  a poor,  uninsured, 
minority  woman  with  several  medical  problems,  depression,  and  a history  of  domestic  violence. 

A number  of  factors  have  led  to  the  growth  in  vulnerable  populations.  Changes  in  the  larger 
economy  and  job  market  have  fueled  increases  in  the  numbers  of  uninsured,  intermittently 
insured,  and  underinsured.  Changes  in  welfare  policy  have  limited  eligibility  for  state  Medicaid 
(MediCal)  programs.  A growing  gap  between  rich  and  poor,  increased  numbers  of  residents  with 
a history  of  incarceration,  the  “graying”  of  the  population  with  an  increasing  percentage  of  older 
adults,  and  continued  increase  in  monolingual  immigrant  populations  have  all  contributed  to  an 
increase  in  vulnerable  populations. 
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High  Risk,  Complex  Populations 

The  Taskforce  defined  “high  risk  complex"  patients  as  a subset  of  “vulnerable”  populations  who 
are  especially  complex  and  at  high  risk  of  poor  health  outcomes  because  of:  1)  multiple 
coexisting  vulnerabilities  (defined  above),  particularly  mental  illness,  substance  abuse, 
homelessness,  and  poor  social  support,  2)  multiple  chronic  medical  conditions  with  frequent 
acute  exacerbations,  and  3)  inability  to  meet  health  care  and  psychosocial  needs  without  formal 
assistance  (such  as  case  management).  An  example  of  a typical  “high  risk  complex”  patient  is  a 
homeless  man  who  is  HIV  +,  uses  IV  drugs,  has  multiple  medical  illness,  exercises  poor 
judgment  in  self  care  decisions,  and  has  frequent  hospitalizations. 

A number  of  factors  have  also  led  to  the  growth  in  “high  risk,  complex”  populations.  Ready 
availability  of  a number  of  illegal  drugs  and  lack  of  an  effective  national  public  health  response 
have  resulted  in  continued  epidemics  of  drug  and  alcohol  abuse.  A housing  crisis  in  the  Bay 
Area  has  contributed  to  the  growth  in  the  numbers  of  homeless  and  marginally  housed. 
Reductions  in  state  hospital  beds  and  residential  treatment  beds  have  resulted  in  more  seriously 
mentally  ill  adults  in  the  community,  where  they  are  frequently  overwhelmed  in  their  efforts  to 
secure  adequate  housing  and  community  support  services. . HIV+  patients  live  longer  because  of 
improvements  in  medical  care,  while  the  HIV  epidemic  is  infecting  relatively  more  intravenous 
drug  users  and  their  sexual  contacts. 

The  intersection  of  these  trends  has  led  to  growing  numbers  of  patients  with  some  combination 
of  mental  illness,  substance  abuse,  homelessness,  multiple  chronic  medical  illnesses,  and 
inadequate  psychosocial  support/isolation.  These  “high  risk,  complex”  patients  are  frequently 
high  utilizers  of  expensive  acute  care  and  emergency  care  services. 

Overlap  in  the  Vulnerable  and  High  Risk,  Complex  Populations 

There  is  considerable  overlap  in  these  two  populations  (vulnerable  and  high  risk,  complex),  and 
vulnerable  patients  may  become  high  risk,  complex  if  their  vulnerabilities  are  not  addressed. 
Likewise,  high  risk,  complex  patients  may  revert  to  relatively  lower  risk  “vulnerable”  status  if 
their  high-risk  factors  are  successfully  addressed. 

The  uninsured  may  be  either  vulnerable  or  high  risk,  complex.  The  uninsured  have  few  options 
for  medical  care  outside  of  the  safety  net  system  and  tend  to  use  the  DPH  Primary  Care  system  or 
that  of  the  San  Francisco  Community  Clinic  Consortium.  Currently,  the  uninsured  and 
underinsured  constitute  nearly  half  of  all  DPH  Primary  Care  patients.  Publicly  sponsored 
patients  (e.g.  MediCal  and  Medicare)  may  also  be  either  vulnerable  or  high  risk,  complex.  The 
publicly  insured  with  multiple  vulnerabilities  tend  to  use  the  DPH  Primary  Care  system  or  that  of 
the  San  Francisco  Community  Clinic  Consortium. 

High-risk,  complex  patients  seen  in  DPH  service  sites  are  primarily  adults  (most  frequently 
middle  aged  and  elderly  males).  On  the  other  hand,  women  and  children’s  services  within  DPH 
tend  to  be  focused  more  on  vulnerable  populations,  with  some  exceptions  (e.g.  high-risk 
pregnancies).  The  Taskforce’s  current  analysis  focused  primarily  on  high  risk,  complex  patients 
and  the  general  vulnerable  population.  A separate  analysis  of  maternal  and  child  health  services 
within  DPH  may  be  necessary  to  improve  the  system  of  care  for  this  key  vulnerable  population. 
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Systems  of  Care  for  the  Vulnerable  and  High  Risk,  Complex  Populations 

The  DPH  Primary  Care  system  has  evolved  to  provide  care  for  both  of  these  target  populations, 
the  vulnerable  and  the  high  risk,  complex.  Virtually  all  Primary  Care  clinics  see  some  of  both 
populations,  but  some  see  predominantly  vulnerable  populations,  some  see  a mixture  of  the  two, 
and  some  see  a mixture  with  relatively  more  high  risk,  complex  patients. 

Some  DPH  Primary  Care  clinics  have  evolved  a set  of  services  and  multidisciplinary 
infrastructure  that  may  accurately  be  characterized  as  a treatment  model  or  “system  of  care,” 
generally  targeted  at  a complex,  high-risk  population.  Examples  include  systems  of  care  for  the 
frail  elderly,  homeless,  HIV+,  high-risk  adolescents,  and  high-risk  pregnant  women.  Models  of 
successful  integration  of  mental  health  and  substance  abuse  services  with  primary  care  sendees 
also  exist  among  the  DPH  Primary  Care  clinics. 

Whatever  its  target  population,  hallmarks  of  an  effective  system  of  care  for  DPH  Primary  Care 
patients  include: 

1)  a variety  of  psychosocial  support  services  appropriate  to  the  target  population; 

2)  some  form  of  case  management  to  marshal  support  services,  provide  ongoing  psychosocial 
support  to  clients,  and  coordinate  with  primary  care  providers; 

3)  some  form  of  integration  of  mental  health  / substance  abuse  services  with  primary  care;  and 

4)  a multidisciplinary  philosophy  of  care  (multidisciplinary  teams,  case  conferences,  expertise 
in  matching  medical  and  social  support  services  to  complex  patients,  etc.). 

These  relatively  successful  models  of  care  directed  at  high  risk,  complex  patients  face  a number 
of  structural  challenges:  1)  Available  psychosocial  services  are  generally  inadequate  compared 
with  community  need.  2)  Chronic  gaps  in  housing,  respite  care,  and  detox  services  make  it  hard 
to  place  and  care  for  many  of  the  sickest,  highest  risk  clients.  3)  Case  management  services  tend 
to  be  thin  compared  with  the  need  and  may  not  be  readily  available  to  DPH  Primary  Care 
patients.  4)  Mental  health  and  substance  abuse  services  often  involve  other  administrative  units 
that  are  incompletely  coordinated  with  DPH  Primary  Care.  5)  Multidisciplinary  models  of  care 
are  relatively  expensive  in  terms  of  staff  time  required,  and  implementation  of  the  model  of  care 
tends  to  lag  behind  the  philosophy  of  care.  6)  A system  of  care  may  exist  at  a primary  care  clinic 
for  one  categorical  population  (e.g.  HIV  +)  but  not  for  others.  7)  Finally,  many  high  risk, 
complex  patients  are  not  well  linked  with  any  existing  system  of  care. 

Vulnerable  populations  would  generally  benefit  from  the  same  systems  of  care  directed  at  high 
risk,  complex  patients,  but  perhaps  vulnerable  patients  do  not  require  the  services  to  be  as 
intensively  concentrated.  However,  the  “system  of  care”  available  to  vulnerable  populations  in 
the  DPH  Primary  Care  clinics  tends  to  be  extremely  limited,  and  generally  cannot  be  described  as 
a complete  system  of  care  for  the  following  reasons:  1)  Psychosocial  support  services  tend  to  be 
limited  at  the  primary  care  clinics  which  see  predominantly  vulnerable  populations,  and 
community  support  services  tend  to  be  difficult  to  access.  2)  Many  sites  do  not  have  sufficient 
social  work  or  Public  Health  Nursing  resources  to  provide  ongoing  case  management,  and 
generally  only  provide  limited  crisis  management.  3)  Many  sites  have  only  a thin  veneer  of 
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mental  health  and  substance  abuse  services  on  site  or  easily  accessible,  if  any  at  all.  4)  And  most 
clinics  which  see  vulnerable  or  mixed  (vulnerable  and  high  risk,  complex)  populations  do  not 
have  sufficient  staff  time  to  support  multidisciplinary  teams  and  case  conferences. 

Thus,  while  successful  systems  of  care  exist  in  DPH  Primary  Care  clinics,  many  patients  who 
require  a system  of  care  to  manage  their  complex  care  requirements  either  are  not  linked  with  a 
system  of  care  or  are  linked  with  an  incomplete  system  of  care.  The  ability  of  DPH  primary  care 
providers  to  successfully  manage  care,  particularly  the  care  of  high  risk,  complex  patients,  is 
therefore  limited. 


Two  Population-based  Scenarios 

Given  these  historical  trends  and  structural  realities,  the  Primary  Care  Internal  Assessment  Task 
Force  chose  to  concentrate  its  analysis  on  two  populations:  the  vulnerable  and  the  high  risk, 
complex  populations  described  above.  To  focus  the  analysis  and  address  the  issues  raised  in  the 
SWOT  assessment,  the  Taskforce  developed  strategies  as  part  of  2 scenarios: 

Scenario  A - the  Primary  Care  system  strengthens  its  focus  on  vulnerable  populations. 

Scenario  B - the  Primary  Care  system  strengthens  its  focus  on  high  risk,  complex  patients. 

The  two  scenarios  provided  a structure  for  development  of  strategies  to  meet  the  unique  needs  of 
these  two  populations.  In  the  end,  many  of  the  strategies  are  the  same,  and  the  final 
recommendations  of  the  Taskforce  are  framed  as  one  set  of  strategies  and  not  as  two  scenarios  in 
competition  for  scarce  resources.  The  final  recommendations  were  derived  by  synthesizing  the 
strategies  recommended  in  the  two  scenarios.  See  Appendix  C for  a full  description  of  the  two 
Scenarios. 


Conclusions 

DPH  is  faced  with  the  difficult  task  of  trying  to  meet  the  needs  of  both  the  vulnerable  and  high 
risk,  complex  populations  at  a time  of  structural  budget  deficits.  Limiting  care  to  one  population 
in  order  to  shift  resources  to  the  other  is  not  simple.  It  is  not  practical  to  ignore  the  needs  of  high 
risk,  complex  patients  because  they  drive  so  much  expensive  resource  utilization.  It  would 
require  a major  shift  in  the  City’s  historic  commitment  to  the  poor  and  vulnerable  to  simply  limit 
access  to  medical  care  for  these  patients  who  have  historically  utilized  the  safety  net  system,  and 
who  may  find  it  difficult  to  find  care  in  a private  system. 

Many  Taskforce  recommendations  are  designed  to  develop  or  enhance  multidisciplinary  systems 
of  care,  and  to  improve  the  ability  of  primary  care  providers  to  manage  the  care  of  patients  at  the 
most  appropriate  level  of  care.  These  strategies  are  aimed  primarily  at  high  risk,  complex 
patients.  However,  vulnerable  patients  will  also  benefit  from  enhanced  systems  of  care  and  care 
management  strategies.  Both  improved  quality  of  care  and  more  cost-effective  care  are  the 
ultimate  goals. 
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Recommendations 

I 

This  report  lays  out  recommendations  designed  to  make  the  DPH  Primary  Care  system  more 
efficient  and  effective.  The  Taskforce  defined  the  following  goals  for  the  Primary  Care  system: 

Goal  1:  Respond  to  the  health  needs  of  San  Franciscans  and  ensure  that  patients  receive  the 
appropriate  level  of  care. 

Goal  2:  Increase  access  to  the  Primary  Care  system,  especially  for  high  risk,  complex  patients. 
Goal  3:  Strengthen  services,  fill  gaps,  and  maximize  resources. 

Goal  4:  Provide  staff  and  trainees  with  the  necessary  skills  to  serve  Primary  Care  patients. 

Goal  5:  Ensure  effective  and  efficient  administration. 

The  recommendations  are  presented  as  they  pertain  to  these  goals.  In  addition,  the  resource 
implications  of  each  recommendation  are  examined.  Many  of  the  recommendations  do  not 
require  any  substantial  new  funding;  they  build  on  and  maximize  existing  resources.  However, 
in  order  to  fully  implement  some  of  the  recommendations,  significant  new  resources  would  be 
necessary.  When  new  resources  are  required,  strategies  are  offered  to  minimize  the  fiscal  impact 
(e.g.  maximize  existing  resources  through  coordination  and  targeting  before  hiring  new  staff). 

The  recommendations  are  followed  by  an  analysis  of  several  common  themes  that  run 
throughout  the  narrative.  Finally,  the  Taskforce  lists  several  strategies  that  merit  further  analysis 
but  are  not  recommended  at  this  time. 

In  general,  the  Taskforce  recommends  that  DPH  prioritize  the  Primary  Care  system  and  a 
model  of  integrated,  multi-disciplinary,  community  based  health  care.  The  critical  role  of 
primary  care  in  a public  delivery  system  needs  to  be  recognized  and  supported.  An  enhanced 
model  of  primary  care  results  in  more  cost-effective  care  and  improved  quality  of  care. 

Primary  care  plays  a critical  role  in  the  prevention  of  disease  and  injury  , and  in  the  effort  to 
ensure  the  health  and  well-being  of  all  San  Franciscans.  As  DPH  struggles  with  growing 
numbers  of  vulnerable  and  high-risk,  complex  clients,  it  will  be  increasingly  important  to  have  a 
community-based  primary  care  system  that  provides  an  array  of  medical  and  psychosocial 
services.  However,  the  provision  of  preventive  and  community-based  care  is  not  just  the 
purview  of  Primary  Care.  The  entire  Community  Health  Network,  Community  Substance  Abuse 
Services,  Community  Mental  Health  Services,  non-profit  community  clinics,  and  other  city 
agencies  have  critical  roles  in  providing  San  Franciscans  with  health  services.  Only  a 
coordinated  and  collaborative  effort  will  improve  the  health  of  San  Franciscans. 

Several  recommendations  point  out  a need  for  more  planning.  It  is  critical  that  staff,  community 
members,  community-based  organizations,  and  clients  are  involved  in  any  decisions  that 
significantly  alter  the  DPH  Primary  Care  system.  This  includes  decisions  regarding 
consolidation  or  closure  of  service  sites  or  programs,  redirection  of  resources  among  population 
groups,  or  decisions  which  have  a major  impact  on  the  system's  ability  to  generate  revenues. 
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Goal  1 


Respond  to  the  health  needs  of  San  Franciscans  and  ensure 
that  patients  receive  the  appropriate  level  of  care. 


Recommendation  #1 

Continue  to  serve  “vulnerable”  populations  and  strengthen 
the  ability  of  the  primary  care  clinics  to  serve  “high  risk, 
complex”  patients.  DPH  Primary  Care  should  allot 
incremental  capacity  to  high  risk,  complex  patients  and 
prioritize  them  for  services  (e.g.  new  patient  appointments 
and  case  management  services) 


Recommendation  #2 

Ensure  that  clinic  services  match  the  needs  of  the 
community  served  by  the  clinic.  Clinics  that  see  high  risk, 
complex  patients  should  have  the  skills  and  resources 
necessary  to  serve  these  clients,  including  social  work,  case 
management,  mental  health,  and  substance  abuse 
counseling.  Clinics  that  see  predominately  vulnerable 
patients  may  need  similar  resources,  but  perhaps  less 
intensively  concentrated. 


Resource  Implications 

Increasing  access  for  high  risk 
complex  patients  may  result  in 
service  delivery  at  more 
appropriate  levels  of  care. 
Reprioritizing  existing  primary 
care  services  does  not  require 
additional  resources. 
Increasing  services  to  high 
risk,  complex  patients  without 
increasing  capacity  may 
decrease  access  to  services  for 
vulnerable  patients. 


Resource  Implications 

Full  matching  of  services  to 
need  would  require  new 
resources,  but  may  result  in 
more  cost-effective  care.  See 
Service  Recommendations 
(Goal  #3)  for  resources 
realized  through  service 
coordination  strategies  & other 
efficiencies. 


Recommendation  #3 

Phase  out  commercial  (non-public)  managed  care  contracts. 
These  members  have  other  health  care  options  and  should 
not  be  a priority  in  the  DPH  Primary  Care  system.  Managed 
Care  contracts  that  involve  primarily  specialty  services  are 
not  necessarily  affected  by  this  recommendation. 


Resource  Implications 

Access  to  care  will  increase  for 
priority  patients.  Revenue  from 
commercial  managed  care 
contracts  will  be  lost.  Fiscal 
analysis  is  necessary  to 
determine  actual  impact  on 
revenue  and  expenditures. 
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Goal  2 

Increase  access  to  the  Primary  Care  system 


Recommendation  #1 

Assess  and  prioritize  for  Primary  Care  services  any  patient  who 
is  vulnerable  or  high-risk,  complex;  receives  services  in  other 
DPH  programs;  and  is  not  connected  to  primary  care.  Primary 
Care  patients,  in  turn,  should  be  prioritized  for  critical  multi- 
disciplinary services  provided  by  DPH  and  DPH-funded 
community-based  organizations  (e.g.  case  management,  respite 
care,  detox,  and  mental  health  services). 


Recommendation  #2 

Reconfigure  urgent  care  services  to  better  meet  the  needs  of 
both  existing  Primary  Care  patients  and  unaffiliated  patients 
(e.g.  use  more  urgent  care  patients  to  fill  slots  vacated  by 
scheduled  patients  who  “no-show”).  Expand  urgent  care  where 
appropriate,  based  on  analysis  by  clinic  site.  Prioritize  urgent 
care  services  for  expansion  in  those  sites  where  high  risk, 
complex  patients  preferentially  utilize  urgent  care  services  and 
do  not  utilize  continuity  primary  care.  Analyze  impact  of 
potential  expansions  of  urgent  care  services  on  continuity  care 
capacity. 


Recommendation  #3 

Define  and  review  DPH  outreach  resources.  Build  on  existing 
efforts  to  strengthen,  coordinate  and  target  outreach  to  high-risk, 
complex  clients  so  that  they  may  be  referred  for  Primary  Care 
services. 


Resource  Implications 

Accommodating  more  priority 
patients  in  Primary  Care  may 
result  in  more  cost-effective 
care  for  these  patients.  If 
numbers  are  manageable,  new 
resources  are  not  required,  but 
patients  not  referred  by  DPH 
programs  may  have  to  wait 
longer  for  initial  appointments. 
New  resources  are  required  to 
accommodate  large  numbers  of 
new  patients. 


Resource  Implications 

More  availability  of  urgent 
care  may  reduce  no-show  rates 
and  link  more  priority  patients 
with  continuity  care. 
Reconfiguring  urgent  care  does 
not  require  new  resources,  but 
expansion  of  urgent  care  would 
require  new  resources. 
Providing  continuity  care  to 
urgent  care  patients  is  critical 
and  may  require  new  resources. 


Resource  Implications 

Efficiencies  may  result  from 
coordinating  existing  outreach 
efforts.  Accommodating  new 
patients  in  Primary  Care  may 
require  new  resources. 
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Goal  2 

Increase  access  to  the  Primary  Care  system 


Recommendation  #4 

Reconfigure  hours  of  service  where  appropriate  to  better  match 
population  needs  (e.g.  close  clinic  early  on  Friday  and  open  on 
Saturday). 


Resource  Implications 

More  night  and  weekend  hours 
may  reduce  no-show  rate  and 
may  increase  access  for 
working  patients.  Clinics  may 
need  additional  security,  and 
MOU  premium  pay  provisions 
may  apply. 


Recommendation  #5 

Strengthen  recruitment  and  retention  of  culturally  diverse  staff. 
Ensure  translation  services  are  available  at  all  clinic  sites  where 
patients  speak  multiple  languages.  Fill  new  vacancies  with  staff 
who  are  culturally  and  linguistically  appropriate  for  the 
population  served. 


Resource  Implications 

Bilingual,  bicultural  staff 
required  to  offer  services  to 
target  populations  could  be 
prioritized  for  filling  of 
existing  vacancies. 


Recommendation  #6 

Establish  DPH  24  hour/7  days-a-week  advice  service  that 
includes  medical,  mental  health,  and  social  service  advice  and 
referrals.  Consolidate  existing  DPH  advice  lines  and  telephone 
triage  services  into  this  new  service. 


Resource  Implications 

Patients  may  access  more 
appropriate  levels  of  care  with 
more  available  telephone 
advice.  Telephone 
infrastructure  required.  Further 
analysis  of  existing  DPH 
advice  systems  required  to 
determine  if  additional 
resources  required. 
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Goal  3 

Strengthen  services,  fill  gaps  and  maximize  resources. 


Recommendation  #1 

Ensure  collaboration  between  primary  care  and  mental  health, 

substance  abuse,  and  social  services.  Specifically, 

♦ Create  a Service  Integration  Taskforce  to  guide  integration 
planning  and  implementation; 

♦ Initiate  intra-city  regional  planning  efforts  in  which  DPH 
Primary  Care  clinics  join  with  local  SF  Community  Clinic 
Consortium  clinics,  CBOs,  CSAS  and  CMHS  agencies  to 
better  integrate  services.  Possible  strategies  include  co- 
locating services,  consolidating  services,  shifting  resources, 
and  maximizing  capital  at  existing  sites  in  close  proximity  to 
each  other.  Intra-city  regional  planning  should  include 
examination  of  the  needs  of  communities  not  adequately 
served  by  CHN  and  community  resources. 


Resource  Implications 

Intra-city  planning  and  the 
proposed  Integration 
Taskforce  can  be 
accomplished  without  new 
resources.  DPH  resource 
allocation  decisions  (joint 
programmatic  ventures  with 
other  entities,  contractual 
relationships  for  specific 
services,  consolidation  of 
specific  programs  or  services 
or  sites)  must  await  the 
outcomes  of  intra-city 
regional  planning  and  input 
from  the  organizations  and 
communities  involved. 


Recommendation  #2 

Strengthen  case  management  services: 

♦ For  clients  in  need  of  case  management,  ensure  one  case 
manager  per  client  throughout  the  system  by  coordinating 
assignment  of  case  managers.  Eliminate  duplicate 
assignment  by  programs  in  DPH,  other  City  departments, 
and  CBOs. 

♦ Target  case  management  and  public  health  nursing 
resources  to  high  risk,  complex  patients. 

♦ Provide  adequate  social  work  resources  at  all  clinic  sites  so 
that  medical  social  work  case  management  may  be  offered 
to  high  risk,  complex  clients. 


Resource  Implications 

More  availability  of  case 
management  for  high-risk, 
complex  patients  may  result 
in  service  delivery  at  the  most 
appropriate  level  of  care. 
Targeting  and  coordinating 
case  management  resources 
throughout  DPH  may  be 
accomplished  without  new 
resources.  Adding  social 
workers  would  require  new 
resources,  but  this  option 
should  await  assessment  of 
new  case  management 
resources  brought  to  bear  by 
better  coordination  and 
targeting. 
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Goal  3 

Strengthen  services,  fill  gaps  and  maximize  resources. 


Recommendation  #3 

Promote  interdisciplinary  case  conferences  as  a critical 
multidisciplinary  tool  in  the  care  of  high  risk,  complex  patients. 
Build  on  existing  models  in  DPH  Primary  Care.  Consider  the 
use  of  new  technologies  to  make  care  conferences  as  efficient  as 
possible.  Ensure  time  and  resources  are  available  for  case 
conferences. 


Resource  Implications 

Increasing  case  conference 
time  may  increase  efficiency 
due  to  better  coordination  of 
care  but  may  reduce  staff 
time  allocated  to  direct 
patient  care. 


Recommendation  #4 

Coordinate  patient  education  resources  for  patients  and  expand 
where  possible.  Target  patient  education  resources  at  high  risk, 
complex  patients. 


Resource  Implications 

With  appropriate  patient 
education,  high-risk, 
complex  patients  may  be 
better  able  to  utilize  the 
system  at  the  most 
appropriate  level  of  care. 
Coordinating  and  targeting 
existing  health  education  and 
support  staff  (health 
educators,  nurse  educators, 
clinical  pharmacists, 
nutritionists,  social  workers, 
HIV  counselors,  etc.)  does 
not  require  new  resources. 
However,  health  education 
resources  are  not  adequate  to 
the  need,  and  creating  new 
positions  would  require  new 
resources. 


09/25/00 


Page  24 


Goal  3 

Strengthen  services,  fill  gaps  and  maximize  resources. 


Recommendation  #5 

Develop  system  to  transport  patients  between  Primary  Care  sites, 
San  Francisco  General  Hospital,  and  other  service  sites.  Build  on 
existing  DPH-supported  transportation  systems. 


Resource  Implications 

Transportation  to  critical 
appointments  will  reduce  no- 
show  rates  and  assist  in  the 
process  of  care  management. 
Analysis  of  existing 
transportation  systems  is 
necessary  to  determine  if 
additional  resources  needed. 


Recommendation  #6 

Encourage  use  of  clinic  building  space  by  community  support 
services  such  as  AA,  breast  feeding  programs,  weight 
management  classes,  support  groups,  etc. 


Resource  Implications 

Productive  use  of  available 
space  at  clinic  sites 
maximizes  DPH  capital 
resources.  Minimal  new 
resources  needed,  other  than 
possible  security  needs, 
supplies,  etc. 
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Goal  4 


Provide  staff  and  trainees  with  the  skills  necessary  to  serve 
primary  care  patients. 


Recommendation  #1 

Provide  training  for  all  appropriate  Primary  Care  staff  in  the 
care  of  high  risk,  complex  patients.  Training  should  include 
relevant  psychosocial  issues,  care  of  dually  and  triply  diagnosed 
patients,  adherence  issues,  dealing  with  “difficult”  patients,  and 
participation  in  multi-disciplinary  teams.  Explore  ways  to  share 
staff  expertise. 


Resource  Implications 

Appropriate  training  of  staff 
will  improve  the  system’s 
ability  to  manage  the  care  of 
high  risk,  complex  clients  and 
may  increase  clinic 
productivity  for  these  clients. 
Minimal  new  resources 
required,  if  existing  training 
opportunities  are  targeted  to 
this  purpose. 


Recommendation  #2 

Enhance  teaching  opportunities  at  Primary  Care  clinics. 


Resource  Implications 

Trainees  may  become  more 
skilled  at  cost-effective  care 
strategies.  Minimal  new 
resources  required. 
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Goal  5 


Ensure  effective  and  efficient  administration. 


Recommendation  #1  Resource  Implications 

Maintain  interdisciplinary  management  team  at  each  clinic  site.  Minimal  new  resources 
Management  team  should  be  able  to  offer  administrative  required 

oversight  for  staff  and  services  as  they  become  more  complex 
with  implementation  of  other  Taskforce  recommendations. 


Recommendation  #2 

Minimize  extraneous  “paper-work”  for  both  patients  and  staff. 
Automate  and  streamline  documentation  where  possible. 
Expand  use  of  LCR  (Lifetime  Clinical  Record)  so  that  CSAS, 
CMHS,  and  CHN/Primary  Care  sites  share  access  to  electronic 
patient  records,  within  the  limits  of  patient  confidentiality  and 
the  law. 


Resource  Implications 

Less  “paper-work”  may  result 
in  more  staff  time  devoted  to 
service  delivery.  May  require 
IS  infrastructure  enhancement. 
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Common  Themes 


The  Taskforce’s  recommendations  relate  to  the  five  stated  goals  of  the  DPH  Primary  Care 
system.  In  addition,  several  themes  run  throughout  the  recommendations: 

Balancing  the  needs  of  vulnerable  and  high  risk,  complex  populations 

The  Taskforce  recommends  that  the  DPH  Primary  Care  system  continue  to  serve  both  vulnerable 
and  high  risk,  complex  patients.  However,  the  system  must  improve  its  ability  to  manage  the 
care  of  high  risk,  complex  patients  for  several  reasons:  they  tend  to  have  unmet  health  needs, 
they  utilize  expensive  resources,  and  DPH  has  adopted  a strategic  direction  to  treat  clients  in  the 
most  appropriate  and  least  restrictive  level  of  care.  Realistically,  this  means  that  high-risk, 
complex  patients  will  be  prioritized  for  scarce  resources  that  may  become  less  available  to 
vulnerable  patients,  and  several  Taskforce  recommendations  make  such  priorities.  Other 
Taskforce  recommendations  benefit  both  populations  of  patients.  Implementation  of 
recommendations  will  require  a commitment  to  balance  the  service  needs  of  both  populations. 

Improving  access  to  primary  care  services 

There  is  evidence  that  demand  for  primary  care  services  exceeds  supply  at  several  DPH  Primary 
Care  clinics  (e.g.  long  waits  for  initial  appointments  at  some  clinics,  insufficient  slots  for  timely 
follow-up  appointments  at  some  clinics,  several  programs  requesting  additional  new-patient  slots 
for  their  clients,  and  insufficient  urgent  care  slots  for  new  patients  compared  with  community 
need).  Demand  is  likely  to  increase  if  the  Taskforce’s  recommended  outreach  efforts  are 
implemented.  Some  clinics  do  have  additional  capacity,  but  may  not  have  a system  of  care 
appropriate  for  high  risk,  complex  patients.  The  system’s  ability  to  refer  high  risk,  complex 
patients  to  sites  with  capacity  and  an  appropriate  system  of  care  is  often  sub-optimal. 

Several  Taskforce  recommendations  seek  to  improve  access  to  primary  care  services  for  high 
risk,  complex  clients  so  that  their  care  may  be  better  managed  in  primary  care  settings.  The 
dilemma  facing  Primary  Care  and  DPH  is  that  in  the  absence  of  new  resources,  improved  access 
for  high  risk,  complex  patients  may  come  at  the  expense  of  reduced  access  for  vulnerable 
patients.  Those  recommendations  that  improve  the  efficiency  of  the  entire  system  are  designed, 
in  part,  to  ensure  that  vulnerable  populations  maintain  adequate  access  to  primary  care  services. 

Enhancement  of  multidisciplinary  systems  of  care 

Successful  treatment  models  (“systems  of  care”)  exist  in  DPH  for  some,  but  not  all,  high  risk, 
complex  populations.  Many  of  the  Taskforce’s  recommendations  are  directed  towards 
strengthening  or  developing  a system  of  care  in  those  primary  care  clinics  that  see  significant 
numbers  of  high  risk,  complex  patients.  It  is  not  fiscally  realistic  to  establish  similar  enhanced 
systems  of  care  for  primary  care  clinics  that  see  predominantly  vulnerable  populations,  at  least 
initially.  However,  this  should  be  a long-range  strategic  goal.  In  the  meantime,  as  much  as 
possible,  components  of  a system  of  care  for  vulnerable  patients  should  be  assembled  at  clinics 
that  serve  this  population. 


09/25/00 


Page  28 


Service  Integration 

Several  of  the  Taskforce’s  recommendations  aim  to  truly  integrate  services  throughout  the 
continuum  of  care,  particularly  those  services  directed  at  high-risk,  complex  patients.  A variety 
of  case  management,  mental  health,  substance  abuse,  and  supportive  social  services  are  available 
in  DPH  programs  and  those  CBO's  funded  by  DPH.  If  these  can  be  better  coordinated, 
marshaled,  and  targeted,  including  elimination  of  wasteful  duplication  of  services,  then 
significant  service  resources  may  be  mobilized  to  support  those  recommendations  designed  to 
improve  quality  of  care.  One  potential  strategy  to  accomplish  this  goal  is  to  co-locate  services 
from  other  administrative  units  (especially  mental  health  and  substance  abuse  services)  with 
primary  care  services.  This  strategy  will  be  successful  only  if  co-location  leads  to  actual 
integration  of  services. 


Collaboration  between  administrative  units 

Because  so  many  potential  services  for  DPH  Primary  Care  patients  are  housed  in  multiple 
external  administrative  units,  integration  of  services  must  be  supported  by  collaboration  between 
administrative  units.  This  collaboration  includes  administrative  divisions  within  DPH,  CBO's 
funded  by  DPH,  other  City  and  County  departments,  and  the  San  Francisco  Community  Clinic 
Consortium.  Improved  collaboration  across  administrative  units  requires  a supportive 
environment  and  possibly  a mandate  from  DPH  leadership. 


Regional  strategies  within  San  Francisco 

The  Taskforce  adopted  as  one  of  its  major  recommendations  an  intra-city  regional  planning  effort 
in  which  DPH  Primary  Care  clinics  join  with  other  neighborhood  agencies  and  programs  to 
better  coordinate  services.  Goals  include  co-locating  services,  consolidating  services  to  improve 
efficiency,  and  better  targeting  and  integration  of  services,  as  directed  by  local  community  needs. 
In  order  to  succeed,  intra-city  regional  planning  requires  an  open  administrative  and  political 
environment.  Resource  allocation  decisions  that  ensue  from  intra-city  regional  planning  efforts 
should  be  driven  by  detailed  needs  assessments  of  target  populations  in  specific  locations. 


Funding  recommendations  with  limited  new  resources 

The  Taskforce  recognized  that  new  resources  devoted  to  funding  recommendations  are  likely  to 
be  limited.  Clearly,  the  first  funding  option  should  be  creation  of  augmented  resources  out  of 
efficiencies,  and  many  of  the  recommendations  point  out  significant  efficiencies  that  might  ensue 
from  improved  coordination,  linkage,  and  targeting  of  existing  resources.  Redirecting  resources 
within  Primary  Care  and  the  rest  of  DPH  could  be  part  of  the  funding  plan  for  any  new  initiatives 
adopted;  several  Taskforce  recommendations  redirect  limited  resources  from  vulnerable 
populations  to  high  risk,  complex  populations.  Resource  redirection  should  be  done  in  such  a 
way  that  minimizes  any  adverse  effects  on  services  for  vulnerable  populations. 
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Strategies  That  Require  Further  Analysis 


♦ Enhance  centralized  appointment  system  with  skilled  triage  staff  to  improve  the  system’s 
ability  to  refer  new  patients  to  the  most  appropriate  primary  care  site. 

♦ Establish  systems  to  effectively  move  clients  from  DPH  services  to  other  providers  where 
appropriate.  (Appropriate  clients  may  include  those  who  do  not  wish  to  remain  in  the  public 
system  and  those  who  might  be  better  served  by  private  providers  - to  be  determined  by  each 
clinic  site). 

♦ Explore  applying  APPROACH  project  system-wide.  The  APPROACH  project  was  piloted 
in  General  Medicine  Clinic  at  SFGH,  and  was  designed  to  enhance  primary  care  provider 
coordination  of  patient  care.  The  project  required  primary  care  provider  authorization  for  all 
specialty  and  nonurgent  emergency  department  care.  Special  patient  education  concerning 
the  clinic  and  the  APPROACH  project  was  provided,  and  IS  and  clerical  resources  were 
devoted  to  managing  the  authorization  process.  See  D.  Schillinger,  “Effects  of  Primary  Care 
Coordination  on  Public  Hospital  Patients,”  Journal  of  General  Internal  Medicine,  Volume  15, 
May  2000,  pp.  329-336. 


♦ ♦ ♦ 
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jpendix  A:  History  of  DPH  Primary  Care  Services 


1849 

1872 

1877 


1900 

1906 

1911 

1915 

1917 

1920 

1922 

1927 

1920s 

1958 

1959 

1960 

1962 

1964 

1965 


1966-1971 

1967 

1968 

1969 

1970 


First  city  hospital  opens 

City  & County  Hospital  on  Potrero  opens 

First  Emergency  Hospital  opens  (Receiving  Hospital/Central),  followed  by 
Park  & Harbor  (1897),  Potrero/Mission  (1903),  and  Alemany  (1933). 

Renamed  Emergency  Aid  Stations  in  the  1960s. 

Department  of  Public  Health  created  by  city  charter 
Earthquake 

Municipal  Clinic  for  examination  of  prostitutes  opens  to  lower  VD  rates 
New  SFGH  (SF  Hospital)  opens,  Social  Service  Department  established 
SF  Hospital  hires  4 SWs  to  assist  TB  pts.  with  social  & psych,  needs 
Central  Emergency  Hospital  relocates  to  50  Ivy  Street 
First  clinic  for  expectant  mothers  at  SFGH 
6 outpt.  chest  clinics  are  open  throughout  city  for  TB  treatment 
City  funds  home  birthing  plan,  expands  prenatal  clinic  & postpartum  f/u 
Only  outpatient  DPH  services  include  prenatal  clinic,  children’s  clinic,  TB 
clinic,  emergency  hospitals.  UCSF  & Stanford  relied  on  for  outpt.  care 
St.  Anthony  Free  Medical  Clinic  opens 
Stanford  withdraws  from  SFGH 
UCSF  becomes  sole  university  partner  at  SFGH. 

UCSF  insists  outpatient  indigent  care  is  the  City’s  responsibility. 

Chest  Clinic  in  Chinatown  opens  for  TB  care  which  is  community-based 
& accessible,  followed  by  clinics  in  Western  Addition  & Tenderloin 
War  on  poverty  (OEO,  Community  Clinic/Neighborhood  HC  Legislation, 

Health  Manpower  Shortage  Areas,  National  Health  Service  Corps) 

Medicare,  Medicaid  legislation  passed  as  amendments  to  Soc.  Sec.  Act. 

Previous  to  public  funding,  many  indigents  were  seen  by  private  MDs 
as  outpatients  & referred  to  SFGH  for  inpatient  care.  SFGH  & DPH  had 
maintained  an  informal  agreement  to  not  compete  with  the  private  community 
for  outpatient  care.  After  1965,  the  situation  changes. 

Health  Center  #1  opens 

Mental  Health  clinics  established,  become  district  mental  health  clinics 
Haight  Ashbury  Free  Clinic  opens 
Mission  Neighborhood  Health  Center  opens 

SFGH  Building  80/90  remodeled  from  nursing  home  to  outpatient  clinics 

Health  Center  #2  opens 

Family  Health  Center  opens 

Health  Center  #3  opens 

Health  Center  #5  opens 

Dr.  Frank  Curry  named  DPH  Director  (deputy  director  since  1960) 
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1971 


1972 


1975 

1976 

1977 
1979 

1982 

1983 

1984 

1985 

1986 

1987 

1988 


1989 

1990 

1992 

1994 

1995 


1996 

1997 

1999 

2000 


First  acute  drug  & alcohol  detox  unit  opens  at  SFGH 

First  director  of  outpatient  services  appointed  at  SFGH  (Dr.  Don  Fink) 

SFMCOIP  established  with  OEO  outpatient  improvement  grant 

North  East  Medical  Services  (NEMS)  opens 

Health  Center  #4  opens  (Chinatown  storefronts  go  back  to  1930s) 

FCM  Service  initiated  at  SFGH,  family  practice  residency  opens  at  SFGH 
North  of  Market  Senior  Services  opens 
GMC  opens 

South  of  Market  Clinic  opens  (SFMCOIP) 

Native  American  Health  Center  opens 
Potrero  Hill  Health  Center  opens  (SFMCOIP) 

New  SFGH  hospital  building  opens  with  outpatient  wing 

Southeast  Health  Center  opens  (SFMCOIP)  (current  building  in  1979) 

Lyon-Martin  Women’s  Clinic  opens 

Division  of  General  Internal  Medicine  established  at  SFGH 

San  Francisco  Community  Clinic  Consortium  established 

State  transfers  responsibility  for  MIAs  to  counties 

Ward  86  opens  for  HIV  care 

Health  Commission  constituted  as  governing  body  of  DPH 
DPH  Homeless  Programs  started 

Larkin  Street  Clinic  opens  (moves  to  present  location  in  1990) 

Balboa  Teen  Clinic  opens 

Central  Aid  Station  becomes  Tom  Waddell  Health  Center 
Federal  funding  for  Health  Care  for  the  Homeless  (HCH)  grant  first  awarded. 
NEMS  is  original  grantee;  SFCCC  becomes  grantee  in  1990,  & subcontracts 
with  SFCCC  clinics  and  DPH  clinics. 

Health  Commission  resolution  directs  CPHS  to  develop  primary  care  svs. 
Special  Programs  for  Youth  (SPY)  forms  out  of  Forensic  Youth  Services 
FQHC  (Federally  Qualified  Health  Center)  legislation  implemented.  DPH 
primary  care  clinics’  FQHC  status  based  on  status  as  HCH  contractor. 

Cole  Street  Clinic  opens 
San  Francisco  Free  Clinic  opens 

1st  Managed  Care  contract  (PacifiCare)  awarded  to  SFGH  & Clinical 
Practice  Group  (CPG) 

SFGH  Gateway  Clinic  opens  as  1st  managed  care  clinic;  closes  3 yrs.  later 
Concept  of  Primary  Care  Work  Group  reports  to  Health  Commission 
Health  Centers  1 - 5 renamed 

SFGH  Medical  Staff  Bylaws  revised  to  create  CPC  Service 
CHN  established 

1 998  CHN  Primary  Care  Administrator,  Med.  Director,  Nursing  Director  appointed 
Urgent  Care  Center  at  SFGH  opens  under  direction  of  Primary  Care  & ED 
Primary  Care  Internal  Assessment  Task  Force 
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ipendix  B:  SWOT  Analysis 


is  and  Outreach 


■rengths 

weaknesses 

opportunities 

threats 

' Variety  of  providers 
. Multiple  languages, 
culturally  sensitive 
Short  waits 
Geographical 
accessibility 
Outreach  to  hard  to 
reach  populations 
Telephone  advice-line 
One-site  for  ancillary 
services 

1 

♦ Multiple  services  aren’t  at  all  sites 

♦ Few  evening  and  weekend  hours 

♦ Lack  of  standardized  hours  and 
notification 

♦ Inability  to  get  timely  appointments 
in  specialty  clinics 

♦ Some  sites  can’t  accept  new  pts 

♦ Inappropriate  billing  of  some  patients 
- collection  vs.  money  actually 
received 

♦ No  system  approach  to  translators 

♦ Little  assessment  of  the  needs  of  the 
- Russian  population 

♦ Don’t  reach  adolescents  well 

♦ Don’t  reach  ill-aging  population 

♦ Don’t  reach  homeless  families 

♦ Don’t  connect  with  high-risk 
individuals  at  specific  access  points 

♦ Signage  is  confusing 

♦ Difficult  to  navigate  phones 

♦ No  orientation  for  clients  when  they 
become  patients 

♦ Access  opportunities 

♦ Connect  with 
community  providers 
to  have  more 
accessible  services 

♦ Need  to  analyze  who 
primary  care  doesn’t 
see 

♦ Separation  of  primary 
care,  mental  health 
and  substance  abuse 

1 

ervices 


Cl  V IVWO 

strengths 

weaknesses 

opportunities 

threats 

> High  quality  services, 
and  commitment  to 
QA/QI 

► Multiple  services  in 
one  setting,  "one-stop 
shopping" 

♦ Multi-disciplinary 
approach,  Team-based 
model 

♦ Accept  all  client  needs 

♦ Commitment  to  link 
patients  to  a primary 
care  provider 

♦ Build  on  research 
activities  = better  care 

♦ Teaching  programs 

♦ Internal  consultation 
services  (specialties) 

♦ Connection  with  PHN 

♦ Access  to  one  site  for  ancillary 
services 

♦ PHNs  not  equally  distributed  & 
disconnect  between  PHN  and 
clinical  functions 

♦ Lack  of  social  workers,  health 
educators,  PHNs,  etc. 

♦ Patients  sometimes  treated 
differently  due  to  their  issues 

♦ Screening  can  discourage  patients 

♦ Clinics  have  perception  that  they 
are  incapable  of  doing  more. 

♦ Lack  of  accountability  regarding 
essential  hospital  functions 

♦ Model  doesn’t  always  work  for  pts 

♦ Lack  of  geriatric-sensitive  services 

♦ Lack  of  health  education 

1 ♦ Who  is  the  lead  on  integrated 
services? 

♦ Provide  more  services 
to  aging 

♦ Increase  one-stop 
primary  care  services 

♦ Provide 
comprehensive  safety 
net 

♦ Evaluate  and 
determine  what  to 
continue  and  what  to 
discontinue 

♦ Alternative  medicines 

♦ PHP / CHN 
integration 

♦ Ability  to  provide 
methadone  on  site 

♦ Single  treatment  team 
for  high-user  clients 

♦ Cost  of  treatment  on 
demand 

♦ Contracting  out  primary 
care  direct  services 

♦ Funding  of  competition 

♦ Lack  of  linking  of 
programs 

♦ PHP  / CHN  duplication 
of  services 

♦ Increasing 
criminalization  of  the 
homeless  and  other 
clients 
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Community  Focus 

strengths 

weaknesses 

opportunities 

threats 

♦ Community  Advisory 
Boards 

♦ Support  of  local 
officials 

♦ Community  access  to 
problem-solving 
process 

♦ Lack  of  cultural  appropriateness 

♦ Lack  of  understanding  and 
compassion  for  the  homeless 

♦ Inability  to  site  programs 

♦ Inadequate  analysis  of  impact  and 
efficacy  of  programs 

♦ District  elections  - can 
make  a connection 
btwn  clinic  and 
supervisor 

♦ Connection  with  faith- 
based  communities 
and  organizations 

♦ School  based  services 

♦ Partner  with  CBO's 
and  PHP  to  do 
community  needs 
assessments 

♦ More  publicity 

♦ Relationship  between 
campus  clinics  and 
community  clinics 

Philosophy 

1 strengths 

weaknesses 

opportunities 

threats 

1 ♦ Public  Health  centers 
as  opposed  to  health 
clinics,  COPC 
approach 

♦ Philosophy  of 
compassion  and 
commitment  of  staff 

♦ Incorporate  public 
health  principles  in 
practice 

♦ Outcomes  focused 

♦ Staff  advocacy  for 
patient  services 

♦ Staff  commitment 
despite  barriers 

♦ Push  / pull  between  population 
base  vs.  client  and  study  vs. 
practice 

♦ Providers  of  last  resort 

♦ No  clearly  stated  philosophy  from 
DPH  and  CHN  management 

♦ San  Francisco’s 
commitment  to 
primary  care 

♦ Strengthen  and 
redefine  concept  of 
comprehensive 
primary  care 

♦ Perception  that  San 
Francisco  has  too  man 
primary  care  providen 

♦ Staff  burned  out 

Communication 

strengths 

weaknesses 

opportunities 

threats 

♦ Good  communication 
btwn  campus  and 
community  clinics  and 
UCSF  and  DPH 

♦ Meetings  for 
communication  and 
problem-solving 

♦ Good  relations 
between  disciplines 

♦ Lack  of  knowledge  about  budget 
matters 

♦ Information  flows  from  top  only 
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pital 


rengths 

weaknesses 

opportunities 

threats 

♦ Shortage  of  exam  rooms 

♦ Outdated  facilities 

♦ Many  struggling  sites 

♦ Match  capital  w / 
services 

♦ Use  existing  facilities 
for  new  programs 

• Aging  infrastructure 

Iministration  & Budget 


rengths 

weaknesses 

opportunities 

threats 

Business-minded 
Management  team 
approach 

Collaboration  with 
other  agencies 
Primary  Care 
experience  in 
administration 
LCR  has  brought 
efficiency 

♦ Difficult  to  remove  staff 

♦ Staff  burn-out 

♦ Lack  of  tools  to  be  business-minded 

♦ Duplication  of  systems 

♦ Strategic  planning  impeded  by 
budget  cycle  and  political  process 

♦ ~ Lack  of  political  will  to  establish 

priorities  about  membership 

♦ Can’t  take  private  3rd  party  funding 

♦ Unfunded  mandates 

♦ Top-down  decision  making 

♦ Driving  away  paying  patients 

♦ Inadequacy  and  inequality  of 
distribution  of  support  staff 

♦ Communication  and  lack  of  ability 
to  schedule  into  all  specialty  clinics 
via  computer  and  vice  versa 

♦ Lack  of  coordination  for  referrals 
with  CBOs 

♦ Can't  look  at  multi-year  funding 

♦ Difficulty  getting  things  fixed 

♦ LCR  not  universally  available 

♦ No  input  into  upper  mgmt  hiring 

♦ Decentralizing  functions  with 
diminished  staffing 

♦ Civil  Service 

♦ Low  morale 

♦ No  budget  firewalls  btwn  divisions 

♦ Inadequate  resources 

♦ lack  of  input  in  Union  negotiations 

♦ Lack  of  incentives 

♦ Need  common  definitions  in  data 
and  data  needs  to  be  made  available 

♦ Vacancies  can’t  be  filled 

♦ Standard  of  care  is  based  on 
productivity. 

♦ Planning  is  not  inclusive,  does  not 
include  sufficient  community  input 
and  is  inadequate  in  its  scope 

♦ Universal  coverage 

♦ System-wide  analysis  / 
planning 

♦ Evaluate  distribution 
of  staff  across 
disciplines 

♦ Improve  MIS 

♦ On-going  planning  - 
not  just  in  crisis 

♦ Perception  that  we  are 
administratively  top- 
heavy 

♦ Inability  to  use  business 
models 

♦ Universal  coverage 

♦ Funding  freezes 

♦ Undefined  optimal  mix 
of  patients 

♦ Diverting  paying 
patients 

♦ Declining  federal  and 
state  funding 

09/25/00 


Page  35 


Scenario  B:  DPH  primary  care  system  strengthens  focus  on  high  risk/complex 
patients 

In  Scenario  B we  examine  the  primary  care  system  if  it  strengthens  its  focus  on  high 
risk/complex  patients.  We  believe  that  primary  care  already  does  make  a significant  contribution 
to  the  care  of  these  clients.  However,  we  also  believe  that  if  the  system  were  more  focused  on 
serving  these  clients,  we  might  be  able  to  help  move  many  to  more  appropriate  levels  of  care. 

This  scenario  has  significant  strengths  and  weaknesses.  Two  significant  issues  are:  1)  as  a result 
of  focusing  on  this  population,  some  potential  patients  who  do  not  fall  into  this  population  will 
not  be  served.  This  situation  is  the  case  today,  as  capacity  is  limited.  However,  currently,  primary 
care  clinics  have  an  “open  door”  policy.  There  are  no  specific  guidelines  on  who  should  be 
prioritized  to  gain  access  to  primary  care  other  than  dedicated  new  patient  slots  for  SFGH  Patient 
Referral  and  ED,  and  clients  in  contracted  managed  care  programs  which  offer  patient  choice  of 
provider.  2)  An  overall  political  issue  would  be  the  response  from  advocacy  groups.  It  seems 
that  many  groups  would  be  likely  to  support  this  particular  population  focus  (e.g.  homeless, 
substance  abuse,  mental  health  advocacy  groups).  However  women  and  children's,  some  ethnic 
minority,  and  some  neighborhood  advocacy  groups,  may  consider  this  scenario  to  be  a threat  to 
divert  resources  from  programs  they  support,  as  may  some  members  of  the  Community  Advisory 
Boards  to  the  clinics. 
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1.  Priority  Population 


| ; Strategy  B,1>a  | High  risk/complex  pts.  include  high  utilizing,  high  cost,  high  resource 
utilizing  pts.  and  pts.  who  are  complex  but  underutilize  or  do  not  utilize 
primary  care  services.  Most  have  numerous  vulnerabilities.  These  pts. 
generally  fall  into  1 or  more  of  the  following  categories:  homeless; 
substance  using;  pregnant  & high  risk;  HIV  infected;  mentally  ill;  multiple 
co-morbidities  & no  social  support;  and  elderly  and  high  risk. 


Strengths 

♦ Provide  clarity  in  target  population 

♦ Provide  access  to  clients  who  are 
often  not  seen 

♦ Shift  patients  to  more  appropriate 
level  of  care  decrease  utilization  of 
costly  emergency  and  acute  care 
services 

♦ Productivity  may  go  up  if  all 
systems  focus  on  this  population 
and  there  is  adequate  staffing 


Weaknesses 

Some  clients  who  need  services 
will  not  be  given  priority  or  may  not 
be  seen  (especially  women, 
children  and  low-income  clients  not 
considered  nigh-risk/complex) 

Could  lower  productivity,  especially 
if  clients  require  longer  visits,  or  if 
staffing  isn’t  increased  or 
maintained 

Cost  savings  may  not  be  realized 
and  may  be  a negative  impact  on 
revenue 

Not  all  staff  trained  to  serve  this 
population 

May  not  encourage  focus  on  family 
systems 


2.  Distribution  of  Clinic  Sites 

| Strategy  6.2.a  ] Further  analysis  of  distribution  of  clinics,  other  DPH  services,  SF 
Community  Clinic  Consortium  clinics  and  other  community  based 
organizations  is  needed.  Services  may  not  be  distributed  adequately  to  meet 
the  needs  of  this  population. 


Strengths 

♦ Access  to  services  could  improve 


Weaknesses 

Sites  that  do  not  currently  see  this 
population,  may  face  closure, 
consolidation  or  service  mix  change 
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3.  Access  and  Outreach 


[ Strategy  B.3.a  | Coordinate  DPH,  CBO's  and  SFCCC  outreach  (outreach,  case 

management,  f/u,  tracking,  and  counseling)  to  focus  on  this  population. 
First,  review  all  outreach  resources  in  CHN,  PHP,  CBOs,  and  SFCCC. 


Strengths 

Staff  would  be  designated  to 
outreach  to  a specific  population 

There  are  models  on  which  to  build 

Increase  clients  reached  by 
outreach 


Weaknesses 

Current  staff  and  planning 
structures  may  not  support  this 
model 

Requires  additional  capacity  to  link 
clients  with  primary  care  services 


I Strategy  B.3Jb  | Prioritize  high  risk/complex  patients  for  new  patient  appointments. 


Strengths 

System  will  be  able  to  meet  the 
needs  of  this  patient  population 

There  is  already  a system  for 
designating  dedicated  slots 


Weaknesses 

Requires  more  skilled  and  more 
expensive  staff  for  triage 

Requires  additional  primary  care 
capacity 


[ Strategy  B.3  c | Expand  urgent  care  to  facilitate  access  for  complex/high  risk  pts. 

Concentrate  on  sites  that  provide  urgent  care  for  patients  not  currently  in 
established  care  at  that  site.  Expand  links  between  urgent  care  sites/ED 
and  primary  care  sites. 


Strengths 

Provide  clients  with  immediate 
access  to  services 

Many  high-risk/complex  pts.  Use 
urgent  care  more  than  continuity 
care 


Weaknesses 

♦ Space  and  staffing 
limitations 

♦ Requires  increase  in 
communication 
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3.  Access  and  Outreach  Cont’d 


| •?:  • Strategy  \ Improve  links  between  primary  care  and  jails,  DHS,  PHP  and  CBO's. 


Strengths 

Improve  Teferral  systems  and  ability 
to  move  clients  between  systems 

Improve  coordination  across  systems 


Weaknesses 

Requires  more  training  of  staff 

Requires  increased  primary  care 
capacity 


[.  Strategy  1 Expand  existing  centralized  referral  system  for  primary  care  (e.g.  SFGH 

JPatient  Referral  & Assistance),  so  that  both  SFGH  and  non-SFGH  pts.  may 
be  referred  to  the  most  appropriate  site  for  primary  care.  Establish  24  hr.  a 
day/7  days  a week  health  advice  line. 


Strengths 

Increased  access  to  specialized 
services 

There  are  existing  models  to  build  on 
(Chicago) 

There  would  be  trained  referral  staff 


Weaknesses 

♦ Need  for  ongoing  training  of  staff 

♦ Requires  resources 

♦ Less  site  control  over  slots  and  may 
be  poor  access  for  pts.  who  self-refer 


4.  Service  Mix 


[ Strategy  B.4.a  | Initiate  planning  for  co-location  of  MH  and  SA  programs  with  primary  care 
clinics.  Planning  should  include  CHN,  clinics,  CMHS,  CSAS,  CBO’s. 


Strengths 

Provide  services  in  the  most 
convenient  and  effective  way  for 
patients 

Improve  links  between  systems 


Weaknesses 

Challenging  to  truly  integrate  services 

Difficult  to  administer 

Space  andd  capital  budget  limitations 
may  hinder  co-location  efforts 


09/25/00 


Page  48 


4.  Service  Mix 


| Strategy  B.4i>  | Target  care  management  and  public  health  nursing  resources  to  this 

population,  including  mental  health  and  substance  abuse  care  managers, 
and  increase  links  between  PHP  programs  and  CHN. 


Strengths 

Increase  care  management 
resources  available  for  this 
population 


♦ Potential  revenue  source 


Weaknesses 

Divert  resources  from  other  patients 
or  services 

Requires  substantial  training  of  staff 


Develop  health  "advocacy"  resource  for  patients  to  provide  patients  with 
necessary  health  education,  social  support,  referrals  and  information. 
Redirect  resources  (RN,  PHN,  health  educators,  health  workers, 
nutritionists,  pharmacists,  etc.)  to  create  this  function. 

Strengths  Weaknesses 

Increase  productivity  of  providers  by  ♦ Divert  resources  from  other  patients 
delegating  patient  education  or  services 

functions 

♦ Requires  substantial  training  of  staff 

Ensure  that  patients  receive 
necessary  support  and  assistance 


[feftrategy  BAd:;;  :j  Maintain  services  targeted  to  this  population  (homeless,  geriatric,  HIV 
services,  etc.)  at  appropriate,  but  not  all,  sites. 


[ Strategy  B,4x 


Strengths  Weaknesses 

♦ System  is  responsive  to  the  needs  of  ♦ Not  all  sites  have  all  services 

specific  communities  available.  Patients  may  have  to  travel 

to  get  services 

♦ Builds  on  existing  services  and  clinics 
maintain  expertise  in  targeted  areas 

♦ Cost  effective 
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4.  Service  Mix  Cont’d 


| Strategy.  B«4>e: j Establish  centralized  system  to  support  clinics  in  addressing  immediate 

psychosocial  needs  of  pts.  (E.g.  short-term  housing,  emergency  food)  that 
often  make  medical  care  a lower  priority  for  this  pt.  population. 


Strengths 

Reduce  time-consuming  encounters 
that  are  often  unsuccessful 

Increase  access  to  services 

Systemwide  planning  of  how  to 
allocate  social  services 


Weaknesses 

If  there  is  high  usage  of  centralized 
system  it  could  result  in  poor  access 
for  providers 

Requires  additional  resources 
SF  restricted  housing  market 


| ] Establish  training  for  all  staff  in  the  care  of  high-risk/complex  pts, 

focusing  on  psychosocial  issues,  dually  and  triply  diagnosed  pts,  adherence 
issues  and  functioning  of  multi-disciplinary  teams. 


Strengths  Weaknesses 

♦ Ensure  that  all  staff  are  able  to  meet  ♦ Expensive  to  train  staff 
the  needs  of  complex  clients 

♦ Professional  development  for  staff 


5.  Administration 


Strategy  BJLai  I Improve  coordination  between  CHN,  PHP,  SFCCC,  DHS  and  CBO’s. 


Strengths  Weaknesses 

♦ Decrease  duplication  ♦ Turf  issues 

♦ Improve  efficiency 

♦ Improve  ability  to  meet  pt.  needs 
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5.  Administration  Cont’d 


j Strategy  B.S  b j Ensure  interdisciplinary  management  team  at  each  clinic  site  that  is  able  to 
offer  appropriate  administrative  support  for  staff  and  services. 


Strengths 

♦ Appropriate  oversight  of  services  for 
complex/high  risk  patients 


Weaknesses 

Team  approach  can  seem 
cumbersome  and  redundant 


♦ Successful  models  already  working  at  ♦ Requires  resources 
some  sites 


6.  Teaching 

[ Strategy  j More  teaching  opportunities  should  focus  on  this  population. 


Strengths 

Students  and  trainees  have 
opportunity  to  serve  these  clients  in  a 
community  setting 

Many  high-risk/complex  pts.  offer 
excellent  teaching  opportunities 


Weaknesses 

Requires  additional  resources 

Some  teaching  programs  that  focus 
on  other  populations  (pediatrics,  Ob- 
gyn)  may  have  reduced  teaching 
opportunities. 


♦ Not  simple  to  move  students  and 
trainees  into  community  settings 
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appendix  D:  DPH  Primary  Care  Clinic  Staff  Comments 


hrough  out  these  comments  there  are  references  to  "A"  and  "B."  These  relate  to  Scenario  A and 
cenario  B.  See  Appendix  B for  more  details  about  the  scenarios. 

riority  Population 

We  should  continue  to  serve  vulnerable  populations 

We  see  all  types  of  patients  because  we  are  a training  center  and  staff  can  provide  continuity  care 

We  see  many  high  risk  clients 

All  clinics  need  to  match  community  needs 

There  is  a commitment  across  all  staff  to  serve  the  high  risk  population 
Clinics  should  be  focused  on  the  community  in  which  it  is  located 
Number  of  high  risk  patients  is  increasing 
Number  of  immigrants  without  health  care  increasing 

Vulnerable  patients  can  turn  into  high  risk,  complex  patients  if  we  ignore  them.  Can  we  “discriminate”  against  A pts.  because 
they’ve  improved  from  B status? 

Some  feel  caring  for  B pts.  is  throwing  time,  energy,  & money  into  a black  hole.  Others  feel  that  with  the  appropriate  support 
structure,  caring  for  B pts.  is  just  as  rewarding  as  caring  for  A pts.  Many  feel  that  a mixture  of  A & B pts.  is  best  for  providers’ 
mental  health. 

Clinics  vary  in  whom  they  consider  complex,  high-risk  pts.  (homeless,  triply  diagnosed  vs.  monolingual  & sick). 

Is  there  room  in  DPH  for  someone  who  wants  to  take  care  of  poor  immigrants? 

• Can  A & B pts.  peacefully  coexist  in  the  waiting  rooms  of  A clinics?  B clinics  tend  to  feel  that  some  of  this  concern  is  staff 
discomfort  projected  onto  pts.,  and  some  of  it  is  real. 

► Most  clinics  feel  they’re  already  specialized  in  A,  B,  or  mixed  populations.  This  happened  based  on  target  populations  and 
community  epi.,  not  conscious  decision. 

► Do  services  to  insured  need  to  decrease  to  fund  Scenarios  A & B - not  unless  we  recommend  that. 

► It’s  not  realistic  to  exclude  either  A or  B population  from  DPH. 

► Given  hiring  freeze  and  our  sub-par  ability  to  function,  we  could  only  provide  proper  care  by  decreasing  our  target  population. 
Who  goes? 

► It’s  hard  to  say  anyone  doesn’t  get  seen  in  DPH. 

* Currently,  each  clinic  decides  who  not  to  serve,  mostly  by  drift  or  queues.  Better  to  have  the  system  decide  more. 

* Shouldn’t  we  see  first  those  who  show  up  at  our  doors? 

• If  insured  pts.  are  transitioned  to  private  providers,  we  need  to  make  sure  they  are  not  too  vulnerable  or  chaotic  to  “make  it”  in 
the  private  world. 

♦ Younger  women  go  in  and  out  of  MediCal  with  pregnancy,  and  poor  children  generally  have  MediCal  or  Healthy  Families; 
unclear  if  they  are  a DPH  priority. 

♦ Managed  Care  pts.  with  other  options  are  not  particularly  A or  B,  and  could  be  seen  elsewhere. 
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Priority  Population  Cont'd 


♦ DPH  never  answers  the  question,  are  we  going  after  insured  pts.? 

♦ Some  urgent  care  pts.  are  not  interested  in  transitioning  to  continuity  primary  care. 

♦ Many  providers  have  mixed  feelings  about  all  clinics  seeing  all  pts.  vs.  specializing  by  A or  B populations.  It  is  probably  not 
cost-effective  to  offer  B services  without  a threshold  number  of  B clients.  But  where  does  a B pt.  in  that  neighborhood  go  for 
services? 

♦ In  order  for  DPH  to  care  for  A or  B,  we  need  more  effective  advocacy  at  the  state  and  federal  level  with  respect  to 
reimbursement  levels  and  public  funding  programs.  No  Dept,  of  Public  Health  can  do  this  alone. 


Distribution  of  Clinic  Sites 

♦ A regional  approach  would  breakdown  isolation  of  clinics 

♦ It  would  be  possible  to  consolidate  children's  service  at  the  children's  clinic 

♦ Regional  planning  would  be  good  but  limited  because  other  providers  may  not  take  patients  who  do  not  have  insurance 

♦ Consider  consolidating  services  by  regional  approaches,  with  SF  Community  Clinic  Consortium  and  CBOs  & rest  of  DPH 

♦ Consider  consolidating  clinics. 

♦ Consider  specializing  in  A or  B pts.  at  the  clinic  level. 

♦ Could  have  “sister  clinics”  to  refer  the  other  pts.  to. 


Access 

♦ We  are  able  to  serve  high  risk  clients  because  we  have  drop-in  services 

♦ Daily  drop-in  might  lower  the  no-show  rate,  but  must  have  primary  care  capacity  to  match  the  increase  in  patients  so  that  we 
could  provide  continuity  of  care 

♦ There  needs  to  be  a live  person  that  answers  the  phone 

♦ Create  managed  care  for  the  uninsured 

♦ If  we  had  more  urgent  care  we  would  probably  see  more  high  risk  clients 

♦ There  should  be  mobile  services  for  the  high  risk  in  SF 

♦ We  need  appropriate  translator  services 

♦ We  should  ask  the  homeless  where  they  would  like  to  go  for  services 

♦ We  should  accommodate  increasing  children  population  with  more  drop-in  services 

♦ We  have  long  waits  for  services 
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ccess  Cont’d 


Access  to  our  clinic  has  increased  as  we  have  more  multi-lingual  staff 

Patients  who  have  visible  "issues"  - e.g.  homeless,  unclean  are  not  necessarily  welcomed  by  other  patients 

We  need  a better  phone  system 

We  need  more  bi-lingual  staff 

We  need  an  Asian  MD  or  nurse  that  is  multi-lingual 

We  need  improved  coordination  of  referrals 

Need  more  security  to  see  more  B pts. 

But  many  pts.  don’t  want  to  get  primary  care  in  1 clinic  and  prenatal  care  in  another. 

Many  of  CBO's  have  slots  we  can’t  currently  access. 

Uninsured  pts.  may  not  be  able  to  access  service  in  some  CBO's. 

Many  pts.  will  accept  services  at  or  close  to  their  clinic  but  not  far  away. 

A clinics  tend  to  direct  urgent  care  at  their  existing  pts.  and  most  slots  are  by  appointment;  B pts.  often  need  drop-in  slots 
without  appointments. 

Community  often  wants  not  just  urgent  care  but  early  appointments  for  required  physicals,  etc. 

A centralized  appointment  system  would  help  get  urgent  care  pts.  into  the  most  appropriate  primary  care  site,  but  only  if  primary 
care  slots  exist.  A centralized  appointment  system  would  also  make  referrals  to  specialty  clinics  more  efficient. 

Some  B clinics  feel  that  some  A clinics  do  try  and  dump  B pts.  on  them,  but  that  the  staff  in  those  A clinics  don’t  know  how  to 
access  services.  Support  systems  for  B pts.  should  be  available  to  and  usable  by  all  Health  Centers 

PHNs  based  in  A clinics  often  see  B pts.  on  home  visits,  and  those  B pts.  often  do  not  come  to  that  Health  Center  for  services. 

A busy  A clinic  has  trouble  devoting  time  to  meet  the  needs  of  B clients.  Staff  can’t  stretch  any  more. 

We  need  more  outreach  to  homeless  on  the  streets  and  SRO  (single  room  occupancy)  hotels  (where  more  vulnerable  A pts.  live). 
Who  knows  who  is  ill  and  not  being  seen  in  an  SRO?  Consider  more  outreach  vans. 

Central  referrals  from  SFGH  ED  & inpatient  units  tend  to  increase  the  % of  B pts.  at  clinics  that  receive  such  referrals. 

Is  there  data  that  more  resources  devoted  to  B pts.  keeps  them  out  of  the  hospital? 

Lack  of  housing,  respite  care,  and  detox  makes  B services  everywhere  incomplete.  There  is  nowhere  to  put  incredibly  ill  pts. 

Improved  flow  of  information  and  consultations  may  help  A clinics  provide  services  to  B pts.  Consider  an  annual  conference  on 
CHN  health  practices  / special  populations,  with  workshops  on  care  of  the  homeless,  etc. 

Consider  rotating  selected  A clinic  staff  through  B clinics  to  help  with  their  training  in  B services. 

B services  require  not  just  an  appropriate  multidisciplinary  staffing  mix  but  a philosophy  of  care  and  a comfort  level  with  B pts 
B clinics  tend  to  feel  that  the  model  is  appropriate  but  their  services  are  thin  and  less  than  the  need,  which  is  increasing. 

Urgent  care  medical  needs  can  be  met  relatively  quickly,  but  not  psychosocial  needs 

A centralized  system  for  getting  emergency  psychosocial  services  could  become  a dumping  ground  where  clients  don't  get  their 
needs  met.  Central  numbers  have  a tendency  to  go  beyond  I&R  (information  & referral)  and  become  a gatekeeper,  which  is  bad. 

Almost  all  clinics  want  more  social  work  time  (enough  so  that  the  social  workers  can  do  case  management  of  clients). 

Some  clinics  do  not  feel  their  services  constitute  a system  of  care  for  their  clients.  Some  have  a soc  only  for  categorical  pts. 
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Administration 


. Better  IS  system  - that  doesn't  go  down 

. We  are  able  to  serve  high  risk  clients  because  our  providers  have  a sense  of  team 

. We  are  able  to  serve  high  risk  clients  because  we  have  effective  communication  within  the  clinic 

♦ We  need  more  staff 

♦ We  need  more  space 

♦ We  need  to  make  better  use  of  down-time 

♦ Lift  hiring  freeze 

♦ Need  more  registration  staff 

♦ Efficiency  would  be  gained  if  we  had  more  administrative  support 

♦ The  Internal  Assessment  Task  Force  process,  especially  the  meetings  with  staff  at  the  Health  Centers,  has  been  morale  boostmj 

♦ We  are  overwhelming  ourselves  with  paperwork,  which  scares  off  many  pts.  and  keeps  staff  from  being  more  efficient. 

♦ Getting  full  bills,  even  if  they  are  ultimately  not  collected,  is  a barrier  to  many  pts. 


Service  Mix 

♦ Could  be  better  coordination  with  social  work 

♦ There  needs  to  be  services  at  clinic  sites  that  will  pull  patients  away  from  the  ER,  but  must  have  the  staff  to  support  these 
programs 

♦ Collaboration  with  Family  Mosaic  is  extremely  productive 

♦ Current  staff  do  not  have  the  time  to  make  regional  connections 

♦ We  need  case  management 

♦ We  are  able  to  serve  high  risk  clients  because  we  are  committed  to  dealing  with  a full-range  of  patient  issues 

♦ We  are  able  to  serve  high  risk  clients  because  we  have  other  integrated  mental  health  and  substance  abuse  services 

♦ We  are  able  to  serve  high  risk  clients  because  we  offer  a broad  range  of  services 

♦ We  are  able  to  serve  high  risk  clients  because  we  have  a close  connection  with  PHN 

♦ We  need  a social  worker 

. Our  clients  need  access  to  services  similar  to  those  available  at  Tom  Waddell  like  the  death  prevention  team  and  4th  Ave  Det<; 

♦ Integration  of  services  is  much  more  effective  than  just  co-location 

♦ Ideal  multidisciplinary  team  would  include:  social  worker,  nutritionist,  PHN/homecare,  MD,  nurse,  OTPS 

♦ Need  a health  educator  to  link  clinic  to  other  community  based  services 

♦ Would  like  to  be  able  to  focus  more  on  prevention 

♦ Would  like  to  be  able  to  increase  access  to  alternative  and  complementary  therapies 

♦ We  need  more  case  management 
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.ervice  Mix  Cont'd 

We  need  multi-disciplinary  case  conferences 

Clinic  staff  would  need  more  training  to  be  able  to  serve  more  high  risk  clients  - wound  care,  substance  abuse,  mental  health, 
dealing  with  difficult  clients,  triage.  Lack  of  multidisciplinary  teams  is  a major  factor  in  A Health  Centers  not  being  equipped  to 
see  B pts. 

We  need  better  coordination  of  services 
We  need  more  specialized  staff 
We  need  on-site  psychotherapy 
We  need  more  nursing  staff 

Perhaps  only  a few  clinics  should  have  intensive  services  directed  at  B pts.,  and  not  expect  everyone  to  do  it. 

A clinics  are  not  set  up  to  see  lots  of  B pts.,  and  shouldn’t  be  unless  epi  studies  show  increasing  numbers  of  B pts.  in  their 
communities.  Don’t  fix  A clinics  that  aren’t  broken. 

Instead  of  asking  A clinics  to  see  more  complex  pts.,  shore  up  what  they  do  best.  Building  on  current  strengths  is  easier  than 
totally  reconfiguring. 

Many  A clinic  staff  are  not  equipped  to  serve  B pts.  (e.g.,  training  on  how  to  deal  with  hostile,  angry,  demanding,  “difficult” 
pts.,  & training  on  how  to  triage). 

Training  programs  require  a broad  pt.  base,  not  just  B pts. 

A clinics  don’t  necessarily  refer  B pts.  out,  and  shouldn’t  have  to  unless  there  are  specific  services  or  skills  lacking  at  the  clinic. 

Many  clinics  add  new  services  based  on  what  needs  the  community  has  expressed,  not  on  whether  those  services  are  primarily 
AorB. 

Need  to  integrate  within  DPH  before  funding  new  services. 

Can  generate  some  savings  from  better  integration  & case  management. 

Consider  consolidating  services  by  having  more  specialized  clinics  (only  certain  clinics  do  pediatrics  or  geriatrics  or  prenatal), 
based  on  volume. 

You  may  need  more  comprehensive  services  at  the  clinics  to  prevent  vulnerable  pts.  from  becoming  more  high  risk,  complex. 

As  opposed  to  specializing  by  specific  target  populations  the  services  needed  to  serve  A & B pts.  are  similar  (SA,  MH,  case 
management),  but  need  to  be  more  intensive  for  B pts.  So  how  do  you  save  money  by  specializing  in  A or  B pts.  at  the  clinic 
level  other  than  by  providing  fewer  support  services  for  A clinics  and  more  for  B clinics? 

Wrap-around  services  attached  to  urgent  care  (mental  health,  substance  abuse,  case  management)  would  be  most 
comprehensive  but  very  expensive,  when  those  wrap-around  services  don’t  exist  sufficiently  in  primary  care  clinics  or  the  ED. 

Some  clinics  already  share  space  with  mental  health  & substance  abuse  programs. 

It  helps  to  have  health  educators  or  other  dedicated  staff  to  help  organize  and  connect  better  with  community  CBOs  for 
purposes  of  co-location. 
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General 


Patients  need  access  to  housing 

Health  Commissioners  should  come  to  all  of  the  clinics 

Changes  should  build  on  existing  staff  skills 

Need  concrete  demographic  data  about  community  before  changes  are  made 
Space  would  be  a limiting  factor  in  co-locating  services  at  clinic 
Clinic  would  need  security  if  we  were  going  to  see  more  high  risk  patients 
We  need  more  space  - 2 rooms  per  provider 

Access  is  an  issue  for  both  A & B populations,  so  recommendations  should  be  based  on  epidemiology.  We  need  more  analysis 
of  where  A and  B pts.  are,  since  pts.  tend  to  go  close  to  where  they  live. 

Decisions  made  for  Primary  Care  affect  the  whole  DPH  budget. 

DPH  budget  process  doesn’t  jive  with  the  community  process.  Communities  want  full  gamut  of  services  in  their  community. 
Only  way  to  fund  either  A or  B is  by  shifting  of  resources. 

We’ll  always  be  playing  catch  up  as  long  as  we  don’t  know  what’s  enough,  and  in  San  Francisco,  it  never  seems  to  be  enough. 
Carving  up  pts.  will  not  appeal  to  family  practitioners. 

Shouldn’t  fragment  services  by  funding  sources. 

Consider  creating  a health  plan  for  the  uninsured.  That  would  at  least  force  the  question  of  how  much  money  to  spend  serving 
how  many  pts. 
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appendix  C:  Scenarios 

Following  is  an  analysis  of  ways  the  existing  primary  care  system  could  become  more  efficient 
and  effective.  In  general,  there  are  numerous  strengths  on  which  to  build.  DPH  has  long  had  a 
commitment  to  serve  those  who  are  vulnerable,  those  who  have  poor  access  to  health  services 
and  those  who  are  not  well  served  in  other  health  care  systems.  However,  we  all  believe  that 
there  is  room  for  improvement. 

Our  analysis  is  laid  out  in  the  form  of  two  scenarios  that  differ  in  the  emphasis  they  place  on 
target  populations  and  the  strategies  to  best  serve  them. 

Scenario  A:  The  primary  care  system  strengthens  its  focus  on  vulnerable  clients. 

Scenario  B:  The  primary  care  system  strengthens  its  focus  on  high  risk,  complex  clients. 

. Within  each  scenario  there  are  strategies  in  6 key  areas.  For  each  we  examine  both  the  strengths 
and  weaknesses. 

1 . Priority  Populations  4.  Service  Mix 

2.  Distribution  of  Clinic  Sites  5.  Administration 

3.  Access  and  Outreach  6.  Teaching 

These  scenarios  are  a response  to  two  major  population-based  crises  facing  DPH  a)  the  continued 
growth  in  the  numbers  of  vulnerable  and  uninsured,  under-insured,  and  intermittently  insured 
clients,  and  b)  the  increase  in  the  numbers  of  high  risk,  complex  patients  who  require  a wide 
array  of  services  and  tend  to  consume  a large  amount  of  emergency  and  acute  care  services.  In 
these  two  scenarios  we  examine  strategies  to  better  meet  the  needs  of  these  clients  and  create 
more  efficient  systems. 

The  challenge  is  to  determine  how  best  to  balance  investment  and  emphasis  on  these  scenarios 
and  their  strategies.  DPH  and  primary  care  are  faced  with  the  difficult  task  of  trying  to  meet  the 
needs  of  both  populations  at  a time  of  shrinking  public  revenues  and  rapidly  escalating  costs  of 
medical  care.  Balancing  the  investment  in  services  provided  to  these  populations  is  not  simple, 
as  both  benefit  from  a strong  primary  care  system. 
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Scenario  A:  The  primary  care  system  strengthens  its  focus  on  vulnerable 
populations. 

Scenario  A describes  strategies  that  would  improve  services  to  vulnerable  populations.  This 
scenario  achieves  efficiencies  through  more  streamlined  systems,  integration  and  coordination  of 
services,  a focus  on  prevention,  and  services  that  are  responsive  to  the  needs  of  our  clients.  Many 
of  the  concepts  in  this  scenario  have  been  discussed  in  other  planning  efforts. 

1.  Priority  Population 


[ Strategy  A.1  a | Focus  on  vulnerable  populations.  This  population  can  be  defined  by  the 

presence  of  one  or  more  of  the  following  criteria:  Medical  Issues:  complex 
diagnosis,  dual  or  triple  diagnoses,  multi-disciplinary  appts,  unable  to 
_ advocate  for  self.  Socio-cultural  Issues:  Language,  culture,  violence,  age 
(youth,  elderly),  geographic,  etc.  Financial  Issues:  Uninsured  (low  income), 
under  insured  or  sporadically  insured,  insured  but  with  access  issues. 


Strengths 

In-line  with  DPH  mission,  provides 
services  for  those  most  in  need 

Allows  for  continuity  of  care  for 
clients  that  are  seen  in  system 

Uses  a primary  care  model,  not  just 
categorical  services 

Commercial  pts  are  source  of 
revenue 

Many  of  the  patients  seen  are  also 
seen  in  other  areas  of  DPH 

Uses  a proactive,  public  health 
model  that  has  a focus  on 
prevention 


Weaknesses 

Business  model  does  not  match  this 
population 

Commercial  patients  use  resources 
that  may  be  needed  by  patients  who 
have  nowhere  else  to  go  for  sen/ices 

The  system  can  become  focused  on 
serving  one  group  and  can  have 
difficulty  being  responsive  to  others 

Some  of  the  patients  seen  are  not  a 
high  priority  in  other  areas  of  DPH 


I Strategy  JLlJb  | Allot  incremental  capacity  to  high  risk/complex  patients. 


Strengths 

♦ Would  strengthen  links 
between  CSAS  and  CMHS 


Weaknesses 

Some  clinics  may  not  be  prepared  to 
meet  the  needs  of  these  clients 

Some  other  groups  will  not  be  served 
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2.  Distribution  of  Clinic  Sites 


| Sfrategy  A.2.a  | Conduct  regional  planning  for  primary  care-  Initiate  joint  discussions  with 
the  SFCCC,  CBO’s  and  PHP  regarding  consolidating  services,  shifting 
resources,  and  maximizing  capital  at  existing  sites  in  close  proximity  to 
each  other.  Also,  examine  the  needs  of  communities  not  adequately  served 
by  CHN  and  community  resources. 


Strengths 

Could  create  true  system  of  care 
Responsive  to  community  needs 
Decrease  costs 

Decrease  duplication  and  increase 
coordination  of  services 

Resources  could  be  redirected  to 
serve  populations/areas  not 
currently  adequately  served 


Weaknesses 

Cumbersome  planning  process 

Turf  and  historical  issues 

May  not  be  clear  what  are  "regions"  of 
the  city.  SF  population  is  now 
extremely  mobile 


| Strategy  Aw^b  | Encourage/allow  for  use  of  clinic  physical  plants  for  use  by  other  support 
services  such  as  AA,  weight  management  classes,  stress  management 
classes,  support  groups,  etc. 


Strengths 

Improve  community  relations 

May  be  able  to  expand  services 
and  help  site  PHP  programs 

Could  generate  revenue 


Weaknesses 

Requires  security  and  maintenance 
Liability  issues 

Not  all  sites  are  appropriate  for  other 
types  of  services  and  in  the  evenings 
and  weekends 
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3.  Access  and  Outreach 


Strategy  A 3 a | 


[ Strategy  A.3.b 


Any  patient  who  is  in  the  priority  population  to  be  served  by  primary  care, 
receives  services  in  DPH  and  is  not  connected  to  primary  care  should  be 
assessed  for  primary  care  and  considered  first  for  linkage  to  primary  care 
services. 


Strengths 

Could  increase  the  number  of 
patients  seen  in  DPH  who  have 
primary  care 

Promotes  continuity  of  care, 
integration,  coordination  and 
prevention 


Weaknesses 

Puts  focus  on  central  referral  and 
could  take  emphasis  away  from 
responding  to  community  needs 

Could  result  in  increased  no-show 
rate 

Could  assess  clients  and  then  not 
have  enough  capacity  to  actually 
offer  them  services 

Unclear  how  to  connect  CBO's  to 
this  process 

Requires  training  and  coordination 


Reconfigure  hours  of  service  to  match  population  needs,  (e.g.  close  clinic 
early  on  Friday  and  open  on  Saturday;  open/drop-in  hours  for  homeless  and 
others.) 


Strengths 

Increase  access  and  meet 
the  needs  of  clients 

There  are  models  to  build  on 

Client  mix  may  be  different  at  other 
hours,  could  increase  revenue 


Weaknesses 

Difficult  to  access  other  needed 
services  during  "off-hours” 

Must  develop  a way  to  connect  with 
9-5  services 

Coverage  may  be  difficult 
increased  cost  for  staffing 
May  be  mixed  feelings  of  staff 
Union  concerns 
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3.  Access  and  Outreach  Cont’d 


| ^SfrategyAJ^x"  | 


j Strategy  A.3.d  | 


j Strategy  A ,3.e 


Analyze  need,  by  clinic  site,  for  urgent  care  services.  Analyze  impact  on 
continuity  care.  Define  the  role  of  urgent  care  and  its  appropriate  use. 


Strengths 

Increase  access  to  services 
Decrease  use  of  acute  services 
Maybe  decrease  costs 


Weaknesses 

Requires  resources 

May  result  in  decreased  ability  to 
provide  continuity  care 


Establish  "triage  care  manager"  to  connect  patients  seen  in  acute  settings 
with  primary  care. 


Strengths 

♦ Connect  patients  with  primary  care 

♦ Refines  connection  with 
appointment  scheduling 

♦ Decrease  no  show  rate 


Weaknesses 

Requires  resources 

Requires  training 


Explore  applying  APPROACH  system- wide. 


Strengths 

Increased  continuity  of  care 

May  decrease  use  of  acute  care 

Improves  communication 

Primary  care  provider  is  the  point  of 
responsibility 

Step  toward  universal  coverage 


Weaknesses 

♦ Consent  issues 

♦ Intensive  front-end  training 

♦ Requires  resources  and  significant 
staff  support 
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3.  Access  and  Outreach  Cont’d 


| Strategy  A.3J  | Create  centralized  appointment  system  with  skilled  triage  staff. 


Strengths 

Increased  access  to  specialized 
services 

There  are  existing  models  to  build 
on  (Chicago) 

Trained  referral  personnel 


Weaknesses 

Need  for  ongoing  training  of  referral 
staff 

Requires  resources 


| Strategy  A>3.g  | Establish  systems  to  effectively  move  clients  from  DPH  services  to  other 
providers  where  appropriate.  (Appropriate  clients  may  include  those  who 
do  not  wish  to  remain  in  the  public  system  and  those  who  might  be  well 
served  by  private  providers  - also  to  be  determined  by  clinic  site). 


Strengths 

Successful  transition  for  clients 
without  feelings  of  abandonment 

CHN/PHP  could  develop  revenues 
from  training  other  providers  to  care 
for  population 


Weaknesses 

Other  services  may  not  be 
available 

May  not  have  resources  to 
adequately  train  other  providers  if 
necessary 

Some  patients  may  not  want  to 
leave  CHN  services 


Strategy  | Develop  universal  coverage  for  the  uninsured. 


Strengths 

Increase  all  San  Franciscans 
access  to  services 

Increase  reimbursement  for 
services 


Weaknesses 

Could  divert  resources  away  from 
CHN 
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3.  Access  and  Outreach  Cont’d 


| ilStrategy^  jMM  ’ 1 Establish  a DPH-wide  focus  on  recruitment  and  retention  of  culturally 

diverse  staff  - Office  of  Recruitment  and  Retention.  Ensure  a commitment 
to  supporting  culturally  appropriate  services  when  there  is  turn  over  in 
positions.  Cultivate  interest  in  young  people  and  underrepresented  groups 
to  go  into  public  health. 

Strengths 

♦ Increase  retention  of  culturally 
diverse  staff 

♦ Culturally  relevant  services 


4.  Service  Mix 


[ Strategy  A^La  | Strengthen  care  management  services.  For  clients  in  need  of  care 

management,  ensure  one  care  manager  per  client  through  whole  system,  by 
coordinating  assignment  of  care  managers  and  eliminating  duplicate 
assignment  by  different  programs. 


Weaknesses 

♦ Requires  resources 

♦ Bureaucratic 

♦ Limitations  of  Civil  Service  system 


Strengths 

Decrease  duplication  of  efforts  And 
increase  limited  care  management 
capacity 

Simplify  system  for  clients 
Reduce  client  "shopping" 


Weaknesses 

Requires  agreement  as  to 
who  is  the  "one"  case 
manager 

Requires  cross-training 

Buy-in  of  multiple  systems 

Must  create  access  across  systems 


[ ^Strategy  AAb  | Promote  case  conferences  and  the  use  of  new  technologies  to  make  them 
as  efficient  as  possible  and  include  client  perspectives. 


Strengths 

♦ Coordinate  and  integrate  care 


Weaknesses 

Requires  time  and  resources 
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4.  Service  Mix  Cont’d 


) Strategy  AAc  | 


| Strategy  A.4.d  | 


5.  Administration 

j.  StrategyAS.a  ] 


Create  Integration  Task  Force  to  plan  for  integration  of  services  - 
Substance  Abuse,  Mental  Health  and  Primary  Care. 


Strengths 

Could  develop  a workable  plan  for 
delivery  of  multi-disciplinary 
services 

Increase  communication 
Improve  services  for  clients 


Weaknesses 

Turf  issues  and  categorical 
funding 

Doesn't  address  all  integration 
issues 

More  planning 


All  services  are  customer  oriented  (e.g.  site  is  clean,  staff  are  friendly, 
service  is  timely). 


Strengths 

♦ Improve  relationship  with 
community 

♦ Meet  patient  needs 


Weaknesses 

* Requires  resources 

♦ Requires  ongoing  training  of 
all  staff 


♦ Improve  staff  morale 


Limitations  of  civil  service  system 


Evaluate  optimal  staffing  mix  by  sites  and  across  system  and  implement 
adequate  staffing  ratios. 


Strengths 

♦ Increase  productivity 

♦ Reduce  burnout 

♦ Improve  efficiency 


Weaknesses 

Additional  staffing  may  not 
be  available 
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6.  Teaching 


\ Strategy  A.6^  | 

Ensure  teaching  opportunities  in  primary  care  clinics. 

Strengths  Weaknesses 

♦ Ensure  well  trained  primary  ♦ May  divert  resources  from 

care  providers  other  areas 

♦ Trainees  are  valuable  ♦ Requires  resources  to 

resources  ensure  continuity  of  care 

♦ Revenue  source 

♦ Central  to  relationship 
between  UCSF  and  DPH 
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